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ABSTRACT
Obong’o, Christopher O. Ph.D. The University of Memphis. October 2017. Parental
response to Child Sexual Abuse in Zimbabwe: Formative research for intervention development.
Major Professor: Latrice Pichon, Ph.D.
Nearly 31% of female and 17% of males experienced child sexual abuse (CSA) globally
in 2012. In Zimbabwe, about 33% of young women aged 18-24 years experienced sexual abuse
by age 18 in 2013. Because CSA perpetrators are likely to be someone known to the victim and
the abuse likely to be perpetrated at the home of the victim, parents and other adult caregivers are
in a unique position to support timely CSA disclosure and reporting.
The purpose of this study was to generate information for development of interventions
to strengthen CSA disclosure and reporting in Zimbabwe. The primary aim was to explore
factors that influence intentions to disclose and report CSA. In addition, the study examined the
association of parenting factors with children’s intentions to disclose CSA. The study analysed
formative and baseline survey data from an intervention trial in which focus group discussions
(FGD) with children (n=40) and parents (n=40) and, audio computer assisted self-interviewing
with children (n=260) were conducted.
Analysis of data from FGDs with children identified nine themes representing factors
influencing children’s intentions to disclose CSA to parents. Three of these themes—discomfort
discussing sex-related issues with parents, perceived negative and ineffective response from
parents—relate to parenting factors. Similarly, FGDs with parents identified eleven themes
representing factors influencing parents’ intentions to report a disclosed CSA. From analysis of
quantitative data, children’s higher scores on parent-child communication about CSA was
associated with increased odds of reporting a positive intention to disclose CSA. After adjusting
for all measured confounders, each unit increase on the parent-child communication about CSA
iv

scale was associated with three fold increase in odds of reporting positive intentions to disclose
CSA (OR=3.37, 95%CI: 1.5, 7.56).
By applying a mixed methods design, and integrating perspectives of parents and
children, this study identified additional factors and important nuances, thus broadening the
breath of understanding of previously documented factors associated with children’s CSA
disclosure. These findings will augment available information needed for development and
adaptation of targeted, evidence-based and culturally relevant CSA response interventions in
Goromonzi District and other parts of Zimbabawe.
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CHAPTER 1: INTRODUCTION AND BACKGROUND
Introduction
This chapter provides an introduction of the research problem of interest, the significance
of the research problem and a description of preliminary work and studies related to this
dissertation study.
Defining CSA
Child sexual abuse (CSA) is defined as “the involvement of a child in sexual activity that
he or she does not fully comprehend, is unable to give informed consent to, or for which the
child is not developmentally prepared and cannot give consent.” This definition covers all forms
of sexual abuse and sexual exploitation of children, extending beyond just completed
nonconsensual sex acts to include attempted nonconsensual sex acts, abusive sexual contact, and
noncontact sexual abuse (WHO, 1999b).
CSA is a global problem, that has health implications and is a violation of basic
fundamental human rights (Barth, Bermetz, Heim, Trelle, & Tonia, 2013; Pereda, Guilera, Forns,
& Gómez-Benito, 2009; Stoltenborgh, van Ijzendoorn, Euser, & Bakermans-Kranenburg, 2011).
Research interest on CSA blossomed around the 1990s and from then, literature reviews point to
a growing global burden and associations with negative health outcomes. In 2012, global
prevalence of CSA was estimated to range from 8-31% among females and 3-17% among males
(Barth et al., 2013); this was an increase from earlier estimates of 18% in females and 7.6% in
males in 2011 (Stoltenborgh et al., 2011) and, 19.7% in females and 7.9% in males in 2009
(Pereda et al., 2009). Among others, CSA is associated with sexual risk behavior such as early
sexual debut, sexual violence, increased number of sexual partners, and alcohol and substance
abuse (Bensley, Van Eenwyk, & Simmons, 2000; Bornovalova, Gwadz, Kahler, Aklin, &
1

Lejuez, 2008; Dube et al., 2005; Richter et al., 2014; Richter, Makusha, Komárek, Daniels, &
Coates, 2015; Senn, Carey, Vanable, Coury-Doniger, & Urban, 2007; WHO, 2003; Wilson &
Widom, 2008). Psychological distress, resulting from CSA-related trauma, lowered self-esteem
and behavioral disinhibition are possible mechanisms explaining these associations (Hillis,
Mercy, & Saul, 2017).
In sub-Saharan Africa—the geographic area within the African continent that lies south
of the Sahara and comprises 46 countries—where children are more vulnerable to abuse,
research interest on CSA is beginning to grow. Recent multi-country national surveys on
violence against children highlight the burden of CSA (UNICEF, 2007, 2011, 2012, 2013, 2016;
ZIMSTAT, 2013). In five of the countries surveyed, prevalence of reported CSA was >25%
among females and >10% among males of all ages. Zimbabwe, which recorded the highest
prevalence of violence against females in general, also had about one third (33%) of young
women aged 18-24 years reporting having experienced at least one form of sexual abuse by age
18 (ZIMSTAT, 2013). In addition to other negative health outcomes, the disproportionate burden
of HIV among adolescent girls and young women in sub-Saharan Africa is partly attributed to
CSA (Magadi, 2011; Richter et al., 2014). In Zimbabwe, a country with high CSA and HIV
prevalence (UNAIDS, 2016; ZIMSTAT, 2013), at least one study provided a link between CSA
and HIV infection; HIV prevalence was found to be three times higher in CSA victims compared
to non-victims of similar ages (Birdthistle et al., 2011). Thus, CSA is a significant public health
problem needing urgent public health response in Zimbabwe and other parts of the sub-Saharan
Africa region.
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Role of parents in preventing child sexual abuse
Engaging parents is one potential strategy for improving prevention and response to
CSA. Parents can provide protection that guarantees children’s safety from would-be
perpetrators, especially in environments where abuse is likely to occur. More importantly,
parents are in a unique position to strengthen early disclosure and reporting of CSA, especially in
situations where CSA is perpetrated at home and by someone other than the parent. In
Zimbabwe, a significant proportion of CSA victims (38% male and 25% female) experienced the
abuse at home. Moreover, alleged perpetrators were more likely to be someone known to the
victim (boy/girlfriend [78%], neighbor [11%] and other relative [5.2%]) (ZIMSTAT, 2013). The
vulnerability of children at home and in the hands of people known to them is partly a reflection
of the trust children develop with people known to them and in the perceived safety of the home
environment, but may also reflect lack of supervision by parents when children are at home, or
under the care of trusted adults. Thus, involving parents is critical in guaranteeing safety and
protection in the home environment, and thus reducing the risk of CSA.
Besides prevention of CSA, parents can play a critical role in facilitating disclosure and
in responding to disclosed CSA; parents can support their children in accessing and utilizing
legal and health services with the aim of preventing negative health consequences associated
with CSA and protecting their children from further abuse. While many children who survive
CSA do not disclose, those who do are likely to disclose to a parent, putting the parent in a
unique position to facilitate reporting and access to legal and health services for disclosed CSA
(UNICEF, 2007, 2011, 2012, 2013, 2016; ZIMSTAT, 2013). However, parents may need to
overcome barriers related to communicating with their children about CSA and to become
knowledgeable and comfortable to report and take appropriate action against disclosed CSA.
3

Few studies investigate barriers to CSA disclosure and reporting in the sub-Saharan
Africa region. Recent surveys in the region have focused attention on CSA; however, these
surveys tend to be national or regional in scope, focus mostly on estimating prevalence of abuse
and thus, do not provide an in-depth understanding of factors associated with non-disclosure and
non-response. Localized studies that focus on factors associated with disclosure and reporting
within defined social and cultural contexts can provide rich and in-depth information for
development of targeted and effective CSA response interventions (Veenema, Thornton, &
Corley, 2015).
Cognizant of this gap in literature, studies on parent-child communication about HIV and
other sexual health topics in the region provide a reasonable reference point for conceptualizing
barriers to CSA disclosure and reporting. These studies show that limited awareness and lack of
skills are a major barrier to parent-child communication about sex-related topics in general
(Bastien, Kajula, & Muhwezi, 2011; Crichton, Ibisomi, & Gyimah, 2012), and may be a bigger
barrier with regard to CSA communication in particular. Parents’ limited awareness is
compounded by youth language and technology, which make parents feel inadequate to talk to
their children about these topics and thus abdicate their role to other agents of socialization such
as the school (Babatsikos, 2010). In sub-Saharan Africa, parents are equally confronted with
cultural and traditional barriers to parent-child communication about sex and sex-related topics.
In many cultures in the region, parents traditionally do not talk to their children about sexuality
issues (Poulsen, Miller, et al., 2010). This role is traditionally consigned to grandparents, uncles
and aunties. Because CSA may be considered a more sensitive and delicate sex-related topic,
parental competencies (e.g., knowledge, skills, comfort and confidence), or lack thereof, may
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have a significant effect on whether parents and children communicate about sexual abuse or the
manner in parents respond to disclosed or suspected CSA (Babatsikos, 2010).
Statement of the problem
While preliminary research and intervention development work targeting HIV prevention
point to the potential of engaging parents in preventing and responding to CSA in sub-Saharan
Africa, there is a conspicuous gap in literature that can inform the development of contextually
tailored and effective parent-based CSA-response interventions. Research on CSA in subSaharan Africa is mainly focused on estimating prevalence and understanding risk and protective
factors. While these kinds of studies—however limited in the region—are instrumental in
informing CSA prevention interventions, a comprehensive response to CSA needs to incorporate
disclosure and reporting of CSA. Specifically, while studies indicate high prevalence of CSA,
identify family- and parent-related CSA risk and protective factors, indicate low proportions of
disclosure and, late and delayed reporting of CSA cases, there is a gap in literature on factors
hindering or facilitating CSA disclosure and reporting in sub-Saharan Africa (Andersson et al.,
2012; Kidman & Palermo, 2016; Lalor, 2004; Meinck, Cluver, Boyes, & Mhlongo, 2015;
Richter et al., 2014; UNICEF, 2007, 2011, 2012, 2013, 2016; Veenema et al., 2015; ZIMSTAT,
2013). CSA disclosure and reporting is the gateway to victims’ utilization of health and legal
services; these legal and health services have the potential of helping victims abate the negative
health consequences associated with CSA. Disclosure itself may also significantly facilitate
healing from the CSA experience (Draucker et al., 2011). Thus, there is a need for studies that
assess factors influencing children’s disclosure of CSA to their parents and, factors influencing
parents’ response to disclosed CSA. Cognizant of the paucity of literature and the need to
generate a comprehensive understanding of these factors influencing disclosure and reporting to
5

inform development of CSA-response interventions, studies can benefit from a triangulation of
research methods—qualitative and quantitative methods (Creswell, Klassen, Plano Clark, &
Smith, 2011; Tashakkori & Creswell, 2007), and the inclusion of children’s perspectives in the
assessment of these factors. Moreover, there is need to focus the assessment of these factors to
smaller and defined geographical and cultural contexts to generate contextually rich and relevant
information applicable for development of targeted, effective parent-based CSA-response
interventions (Veenema et al., 2015).
Purpose of the study
This study builds on the preliminary intervention studies conducted in sub-Saharan
Africa involving parent-based youth HIV prevention by applying a mixed methods approach to
examine factors associated with CSA disclosure and reporting in a peri-urban district of
Zimbabwe. Building on this preliminary work helps address gaps in the literature and will further
a more in-depth understanding of intervention needs for CSA disclosure and reporting in
Zimbabwe. More importantly, findings will inform development of targeted and culturally
appropriate CSA prevention interventions that are parent-based. To do this, the study focuses on
these three specific aims:
Primary research aim
To explore factors influencing perceived intentions to disclose and report CSA. The first
part of this mixed methods study comprise both qualitative and quantitative methods to examine
factors that influence children’s and parents’ intentions to disclose and report CSA. The
following specific objectives are addressed under this primary aims:
a. To conduct 4 focus group discussions (FGDs) with mixed gender groups of
children (n=40)
6

b. To measure children’s intentions to disclose CSA through audio computer
assisted self-interviewing (ACASI) with a self-selected sample of children
(n=260)
c. To conduct 4 FGDs with mixed gender groups of parents (n=40)
d. To analyze FGD data to explore factors influencing children’s perceived
intentions to disclose CSA to their parents
e. To analyze FGD data to explore factors influencing parents’ perceived intentions
to report a disclosed CSA
f. To analyze ACASI data to evaluate the association of parenting factors and
intentions to disclose CSA
Secondary research aim 1
To explore quantitative association of major themes identified under primary aim and
children’s perceived intentions to disclose CSA to their parents
a. To measure children’s intentions to disclose CSA through audio computer
assisted self-interviewing (ACASI) with a self-selected sample of children
(n=260)
b. To analyze ACASI data to evaluate the association of parenting factors and
intentions to disclose CSA
Secondary research aim 2
To examine similarities and differences in children’s and parents’ characterization of
CSA disclosure and reporting
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a. To conduct content analysis of all FGD data—both children’s and parents’
FGDs—to identify common themes in children’s and parents’ characterization of
factors influencing CSA disclosure and reporting
Table 1: Research aims with methods and data sources
Research Aims

Methods, and Data Sources

QUALITATIVE1  quantitative

Overall study design

Thematic analysis of FGD data

Descriptive and logistic regression analysis of
ACASI data

Primary research aim: To explore factors

Thematic analysis of children’s and parents’

influencing children’s and parents’ intentions

FGD data separately

to disclose and report CSA

Secondary research aim 1: To evaluate

Quantitative

identified under primary aim and children’s

children’s ACASI data to explore association

quantitative association of major themes

Descriptive and logistic regression analysis of

perceived intentions to disclose CSA to their

of parenting factors and perceived intentions

parents

to disclose CSA

Secondary research aim 2: To examine

QUALITATIVE

similarities and differences in children’s and

Manual content analysis of children’s

parents’ characterization of CSA disclosure

and parents’ FGD data

and reporting

Note: 1Capitalization signifies dominant methodology; arrow signifies order of
implementation (Padgett, 2011).
Research setting and preliminary work
Data analyzed in this dissertation study were collected from Goromonzi, a peri-urban
district located to the east of Zimbabwe’s capital Harare, in 2016 as part of a trial evaluating the
8

effectiveness of Families Matter! Program (FMP), a parent-based CSA prevention intervention.
Goromonzi was chosen for the trial because of high HIV and CSA prevalence (Oosterom &
Pswarayi, 2014; UNAIDS, 2014) and for its ideal location—for logistical reasons; Goromonzi is
located about 20 miles from Harare City from where investigators had access to critical supplies
and services for the success of the trial. Zimbabwe is a southern African country with a
population of about 14 million (ZIMSTAT, 2016); southern Africa is a sub-region within subSaharan Africa that comprises ten countries located to the south of the African continent. In
2015, it is estimated that 15.4% of adults aged 15-49 years in Zimbabwe were HIV-positive
(UNAIDS, 2014).
This dissertation study specifically analyzed formative research and baseline crosssectional survey data from the
trial. The main objective of the
trial was to evaluate the impact
of a new, version of FMP on 1)
parents’ awareness and
understanding of CSA; 2)
parents’ communication about
CSA with children and
community members; 3)

Figure 1: Map of Study Area

parents’ ability to protect

children from CSA; and 4) parent’s ability to respond to and support their children should their
children experience sexual abuse.
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While interventions that equip parents with knowledge, skills, comfort and confidence to
communicate with their children about sex-related topics have been developed, evaluated and
found to be effective in high income settings (Bastien et al., 2011; Miller et al., 2011; Sutton,
Lasswell, Lanier, & Miller, 2014; Villarruel, Cherry, Cabriales, Ronis, & Zhou, 2008), such
interventions are hard to come by in sub-Saharan Africa. FMP is a parent-based pre-teen sexual
health program whose aims are: 1) to increase parents’ awareness about the sexual risks preteens face, 2) to enhance positive parenting skills and, 3) to increase parents’ knowledge, skills,
comfort and confidence to become their child’s primary sexuality educator. Families Matter! was
adapted from Parents Matter!, a US evidence-based program (P. Dittus, Miller, Kotchick, &
Forehand, 2004). The systematic adaptation and evaluation of FMP and, how the theoretical
constructs and core elements that define the intervention’s effectiveness were retained in the
adapted program, has been elaborated elsewhere (Poulsen, Vandenhoudt, et al., 2010;
Vandenhoudt et al., 2010). The positive results from the evaluation, and the subsequent
successful scale up across SSA demonstrates the feasibility of engaging parents in the region in
protecting youth sexual health. Specifically, the program demonstrated impact on four key
parenting factors associated with children’s sexual behavior and sexual decision-making—
parent-child relationship, parental monitoring of child’s social activities, parental responsiveness,
parent-child communication (Vandenhoudt et al., 2010).
However, the original adaptation of FMP did not directly address CSA. To fill this gap,
and to utilize parents’ unique position in responding to CSA, an extended version of the program
has been developed recently to include two new sessions; these two new sessions focus on CSA
and on caregiving for children living with HIV (Miller, Winskell, Pruitt, & Saul, 2015; Winskell,
Miller, Allen, & Obong’o, 2016). The new session on CSA focuses on three goals: (1) to
10

increase awareness about CSA; (2) to enhance CSA communication skills and; (3) increase
awareness about peer and sexual pressure related to CSA (Miller et al., 2015). This preliminary
FMP work provides a unique opportunity to examine the role of parenting factors in CSA
disclosure and reporting in sub-Saharan Africa and to generate information for development and
improvement of parent-based CSA response interventions in the region.
Role of the candidate
My involvement in the FMP work began in 2003 when, under the leadership of the
program developer Dr. Kim Miller, I joined a team of Kenyan Social Scientists to adapt the
original Parents Matter! intervention for parents and families in rural western Kenya (Poulsen,
Vandenhoudt, et al., 2010). Over the course of several years that followed, I participated in an
evaluation study testing the effectiveness of the program (Vandenhoudt et al., 2010) and played a
key role in dissemination and scale up of the program across sub-Saharan Africa region,
including several adaptations that were made to align the intervention to recipient cultural
contexts. While enrolled as a PhD student, I continued this collaboration with the FMP study
team and worked closely with both my primary academic advisor and professors to apply my
coursework projects into advancing my research interests in parent-based youth sexual health
interventions.
With regards to the FMP trial in Goromonzi District, I took a lead role in formulating
study plans and developing study tools related to my dissertation questions. Specifically, I
developed and incorporated FGD questions and survey questions on CSA disclosure and
reporting to the formative research and baseline cross-sectional survey tools. I also made two
trips to Zimbabwe in which I trained facilitators who delivered the intervention as part of the trial
procedures and had engagements with the data collection team.
11

Significance of the study
To increase positive response—timely disclosure, reporting and utilization of health and
legal services—a comprehensive understanding of factors influencing CSA disclosure and
reporting targeted to specific socio-cultural contexts is urgently needed. Because CSA is likely to
occur at home, to be perpetrated by someone known to the victim and to be disclosed to a parent
or adult relative (UNICEF, 2012, 2013, 2016; ZIMSTAT, 2013), parent-based CSA interventions
may play a key role in improving response to CSA. To be effective, such interventions need to
target factors that influence children’s intentions to disclose CSA to their parents, and parents’
intentions to report a disclosed CSA. By applying a mixed methods approach to studying factors
associated with CSA disclosure and reporting, and by incorporating perspectives from parents
and children, this dissertation study seeks to provide a comprehensive understanding of factors
influencing CSA disclosure and reporting in a district of Zimbabwe where CSA and HIV
prevalence are high and thus to facilitate development of targeted and effective CSA response
interventions.
To my knowledge, this is the first study to examine the influence of parenting factors on
CSA response from a CSA and HIV hyper endemic region of sub-Saharan Africa. Findings from
this study will advance public health, by extending the body of literature on CSA disclosure and
reporting and by informing the development of culturally acceptable CSA-response interventions
in Zimbabwe. The study also introduces important innovation in its design and approach. First,
since reporting of CSA events is an important determinant of the outcome of the CSA
experience, the proposed approach will provide an important perspective as the first study to
investigate these factors that either initiate or hinder reporting of CSA. Secondly, compared to
similar studies conducted in the sub-Saharan Africa previously, this will be the first study to
12

assess CSA from the individual, parent/family, community/organization levels; the importance of
this is derived from the understanding that factors influencing CSA response lie in multiple
levels of the ecological continuum. Future parent-based CSA response interventions will be able
to identify location of influencing factors at each of the three ecological levels and to develop
appropriate intervention activities targeted at each.
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CHAPTER TWO: LITERATURE REVIEW
Introduction
CSA is a major global public health problem; CSA affects the most vulnerable in society,
and besides being a violation of basic fundamental human rights, is associated with a number of
negative health outcomes. While CSA prevention interventions are important, there is an urgent
need to develop and scale up effective CSA response—disclosure and reporting—interventions,
especially in sub-Saharan Africa region where CSA is linked to increased vulnerability to HIV
among young women. In this chapter, I summarize literature on the burden of CSA and its
significance as a public health problem in sub-Saharan Africa. I also review existing literature on
disclosure and response to CSA in the region and identify gaps in the literature that this
dissertation seeks to fill. Finally, in this chapter, I will discuss the conceptual framework upon
which this dissertation work is based.
Definition of CSA
This study adopts the definition of CSA as formulated by the World Health Organization
(WHO) in its 1999 consultative meeting on child abuse prevention (WHO, 1999b) which defined
CSA as:
“Child sexual abuse is the involvement of a child in sexual activity that he or she
does not fully comprehend, is unable to give informed consent to, or for which the
child is not developmentally prepared and cannot give consent, or that violates the
laws or social taboos of society. Child sexual abuse is evidenced by this activity
between a child and an adult or another child who by age or development is in a
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relationship of responsibility, trust or power, the activity being intended to gratify
or satisfy the needs of the other person. This may include but is not limited to:


the inducement or coercion of a child to engage in any unlawful sexual

activity;


the exploitative use of a child in prostitution or other unlawful sexual

practices;


the exploitative use of children in pornographic performance and materials”

This definition was appropriately chosen because it provides a comprehensive coverage
of the breath of sex-related abuse that children may be exposed to. First, by including acts that
“violates the laws or social taboos of society”, the definition encompasses variations in social
and cultural expectations and tolerance limits for engagement of children in sexual acts. As
demonstrated by a number of studies, the meanings given to CSA vary across social and cultural
contexts and may play a critical role in how these sexual acts are interpreted as being abuse or
not and thus may influence disclosure and reporting. More importantly, this provision in the
definition of CSA supports geographically localized CSA studies that can account for these
contextual variations in social and cultural meanings (Meinck, Cluver, Boyes, et al., 2015;
Veenema et al., 2015).
Second, this definition highlights the role of power dynamics in perpetration of CSA.
Third, and finally, the definition covers perpetrators of all ages, including peers who may
exercise their developmental or power advantage to perpetrate sexual abuse with the intention of
self-gratification; thus the accounts for both coerced and forced sex in the context of peer
relationships. While the inclusion of peers is significant in the conceptualization of CSA, this
study focused its definition on CSA perpetrated by someone older than the victim for simplicity
15

and ease of understanding. The simplified definition used with respondents in this dissertation
study was:
“When we talk about child sexual abuse, we mean when a child is forced or tricked
into a sexual activity, for example, if an adult tries to touch a child’s private parts
or to have sex with the child.”
Similarly, in the surveys with children, the outcome measure of interest focused on
perceived intentions to disclose situations in which someone older asks to touch or look at the
victim’s private parts.
Child sexual abuse prevalence and risk factors in sub-Saharan Africa:
Prevalence of CSA
Recent research studies in sub-Saharan Africa raised interest on CSA in the region. Many
of these studies focus on estimating the prevalence of CSA in the region and across sub-regions.
In addition, HIV, an enduring public health problem affecting adolescent girls and young women
in sub-Saharan Africa, shed a spotlight on the risks associated with sexual violence in general
and CSA in particular, and generated interest in measuring the association between sexual abuse
and HIV.
The first systematic review of CSA literature in the sub-Saharan African region was
driven by this growing HIV epidemic in the region, and sought to estimate the association
between CSA and HIV risk (Lalor, 2004). Based on analysis of HIV and CSA prevalence data,
the review estimated that between 0.66% (in Mozambique) and 1.79% (in Botswana) of all
children in sub-Saharan Africa will have experienced penetrative sexual abuse by a HIV-positive
perpetrator by the time they reach age 18. While this review suggested that CSA was a recent
phenomenon in the region because of the observed dramatic rise in prevalence, later studies seem
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to doubt this assertion. Specifically, Veenema et al. (2015) rightfully suggested that the
perceived increase in CSA prevalence and incidence may be a factor of increased attention and
research on the subject.
About ten years after the review by Lalor (2004), repeat cross-sectional surveys
conducted in 10 countries in southern Africa region sought to estimate the prevalence of selfreported forced sex among school-going youth aged 11-16 years. In total, 76,358 students
(48,586 in 2007 and 27,772 in 2003) recruited from Botswana, Lesotho, Malawi, Mozambique,
Namibia, Swaziland, Zambia and Zimbabwe completed the surveys. About 21% of males and
20% of females in these surveys reported having experienced forced or coerced sex (Andersson
et al., 2012). In another study analyzing cross-sectional data collected from 11206 participants
aged 18-32 years as part of a randomized community trial in South Africa, Zimbabwe and
Tanzania, estimates of self-reported history of CSA ranged from 1.6% - 4.5% in males and 2.1%
- 4.9% in females (Richter et al., 2014).
A more representative estimate of the burden of CSA in sub-Saharan Africa is provided
by recent national surveys on violence against children (UNICEF, 2007, 2011, 2012, 2013, 2016;
ZIMSTAT, 2013). These surveys, commissioned by the US Centers for Disease Control and
Prevention (CDC)’s Division of Violence Prevention target children and young adults ages 13-24
years and have been concluded in six countries in the sub-Saharan African region—Kenya,
Tanzania, Zimbabwe, Malawi, Nigeria and Swaziland—between 2007 and 2014. In each
country, multi-stage cluster sampling procedures were used to select households and ensure
national representativeness. With the exception of Swaziland, two measures are used to estimate
prevalence of CSA in these surveys. “Childhood Prevalence Rate” measures the proportion of
females and males aged 18-24 years who experienced sexual violence prior to age 18.
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“Victimization Rate” measures the proportion of females and males aged 13-17 who report
experiencing sexual violence in the 12 months preceding the survey. In Swaziland, the survey
was restricted to females. In all countries, sexual violence was defined to include “sexual
touching, attempted sex, physically forced sex, and pressured sex (threats, harassment, luring, or
tricking)”.
Among females, Childhood Prevalence Rate ranged from 21.8% in Malawi to 37.8% in
Swaziland, and Victimization Rate ranged from 8.5% in Zimbabwe to 22.8% in Malawi. Among
males, Childhood Prevalence Rate ranged from 8.8% in Zimbabwe to 17.5% in Kenya, and
Victimization Rate ranged from 1.8% in Zimbabwe to 12.7% in Malawi (UNICEF, 2007, 2012,
2013; ZIMSTAT, 2013).
While these multi-country national surveys provide representative estimates, some
authors are uncomfortable with the use of a standard definition of CSA across countries—across
diverse cultural settings. For instance, while Veenema et al. (2015) in their review contend that
flexibility in definition of CSA may limit objective comparison of rates across countries and
regions, they suggest that smaller studies in defined locations applying contextualized definitions
may yield higher estimates because such studies can account for the cultural differences in
definition and understanding of what CSA is and is not. In addition, besides the inconsistency in
prevalence and incidence of CSA, they note that there is consistent under-reporting due to
technical and material resource limitations to support quality research on CSA in the region.
Children, particularly, do not speak about CSA unless prompted and, even when prompted, a
significant proportion of them end up not disclosing. Reasons for this under-reporting among
victims include: “fear [of] prosecutorial indifference, potential humiliation, social stigmatization,
ostracism, loss of social support, threats to their families, financial trouble, and a judicial
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response that is sometimes more traumatizing than the assault itself” (pg. 876). These factors
create an environment that is not supportive of disclosure and thus, a number of CSA cases,
including very serious cases, go unreported and unnoticed. To address methodological
challenges, Veenema et al. (2015) identified two factors that seem to promote higher reporting of
CSA; when questions cover specific behavioral aspects of abuse and, when data are collected in
environments supportive of “honesty, safety and privacy” (pg. 868).
A recent systematic review of CSA risk and protective factors in sub-Saharan Africa
observed similar challenges related to definition and accurate reporting of CSA (Meinck, Cluver,
Boyes, et al., 2015). The review applied an ecological model with an interest in uncovering
factors at the individual, parent, household, and community levels. To cover for scarcity of
literature on this topic in the African continent, the authors included selected descriptive and
qualitative studies; 26 studies were included in total, 3 of them being qualitative. This review
identified patterns important for understanding the magnitude of CSA in sub-Saharan Africa.
First, despite the variation in sample size and sampling criteria, many of the quantitative studies
reviewed reported high prevalence ratios of CSA—ranging between 1.6% and 77.7%. In the
authors’ assessment, actual CSA prevalence is likely higher compared to the estimates computed
from self-reported cases in each study. They argue that lower estimates of CSA from some of the
studies could have been a result of bias associated with methodological problems such as weak
“questionnaire design” and “lack of confidentiality in school-based studies”. In addition, the
authors suggest that cultural differences between study locations that have an effect on disclosure
of CSA may have contributed to lower estimates in some of the studies reviewed. According to
the authors, social taboos around sexuality and the social value of virginity may also have
resulted in under-reporting in some of the studies reviewed thus biasing the estimates obtained.
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With regard to methodological options, this review showed that using indirect child reports of
sexual abuse and strict case definition (e.g. requiring physical exam) may have generated higher
estimates in some studies.
From the studies reviewed above, it is apparent that perceptions of CSA and the social
and cultural meanings associated with CSA in sub-Saharan Africa play a major role in
influencing disclosure and reporting. Because of traditional taboos around sexuality and a
general discomfort in talking about sex, studies conducted in the region consistently identify
under-reporting as a major challenge and reason behind wide variability in prevalence estimates
across the region. However, disclosing CSA in itself may not guarantee effective response. Legal
barriers such as weak enforcement of laws and limited resources in the region may stand in the
way of those who seek to report CSA. Under these circumstances, traditional response to CSA—
settlements within families affected with the aim of maintaining relationships—are preferred
(Lalor, 2004). Most importantly, much of the literature reviewed seems to recommend studies
that are conducted within defined geographical and cultural context to account for the differences
in social meanings assigned CSA. While the observed variability in CSA is worrying, an
evaluation of the trends point clearly that CSA is a major and growing public health problem in
sub-Saharan Africa worthy of urgent public health attention.
Risk and protective factors
Compared to studies on prevalence of CSA, fewer studies in sub-Saharan Africa
systematically investigate risk and protective factors. Negative beliefs, retrogressive cultural
norms and practices, demographic characteristics and family factors have been identified across
studies as important risk and protective factors. Because Lalor (2004) in the first systematic
review of CSA literature in sub-Saharan Africa focused on associations between CSA and HIV,
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their review found that beliefs about the "curative” power of sex with a virgin to cure HIV
infection is one of the drivers of CSA in the region. A follow up systematic review of literature
on CSA in the sub-Saharan Africa included 23 studies published over a period of 23 years (1980
to 2003). Consistent with findings from the first review, some CSA acts were found to be
motivated by traditional practices such as early or forced marriage and beliefs about the benefits
of sex with a virgin (Pitche, 2005).
Other studies have looked at gender as a risk factor and found that males are equally or
nearly equally at risk of CSA compared to females. Findings from repeat cross-sectional surveys
across 10 countries in the southern Africa region found that more males than females (21.1% of
males 19.6% of females) reported having experienced forced or coerced sex. Further
disaggregation of data from these surveys suggested an interesting and unexpected trend in
which at younger ages—11 to 14 years—the disparity between males and females regarding
experience of CSA was higher with higher proportion of males reporting forced and coerced sex
than females; at age 11, the proportion of males reporting CSA was nearly twice as high as that
of females. While this trend changed from age 14 to 16, the gender difference in reported forced
sex was not as pronounced as was for the younger cohort. Limitations of this study
notwithstanding—possible effect of bias resulting from group data collection in a school setting
and reliance on self-reported behavior—the findings raise questions about assumptions regarding
gender differences in CSA risk. In addition to gender, findings from these surveys indicated that
household, school and community-level factors—in addition to individual-level factors—were
significantly associated with self-reported experience of forced sex. Having less food at home,
attending a school where more students either reported sexual violence or alcohol use, and
students who perceived their communities as more supportive of either transactional sex or
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multiple intimate partners were significantly more likely to report experiencing coerced sex
(Andersson et al., 2012). These findings indicate that CSA risk factors operate at multiple
ecological levels hence the need for multi-pronged studies that can generate a comprehensive
understanding of these factors.
Socio-ecological models specifically emphasize this notion that health-related risk factors
are operating at multiple levels of influence and that studies need to deliberately focus attention
to investigating factors from across the ecological continuum. In the study by Meinck et al.
(2015) that applied an ecological model to systematically review CSA literature, correlates of
CSA located at the caregiver level were found to be the most dominant risk and protective
factors. In four studies reviewed, the caregiver’s relationship status—whether single, married or
otherwise—was found to be significantly associated with CSA. While data from the studies
reviewed do not provide conclusive evidence of the underlying mechanisms behind this
association, the authors suggest that caregiver supervision, caregiver-child relationship dynamics
and the exposure to step parents are important factors worth studying (Meinck, Cluver, & Boyes,
2015; Meinck, Cluver, Boyes, et al., 2015). The link between these parenting factors and
adolescent sexual health is supported by a number of studies, many of them conducted outside
sub-Saharan Africa (Miller, Forehand, & Kotchick, 1999; Rodgers, 1999; Romer et al., 1994;
Tubman, Windle, & Windle, 1996).
More recently, a study analyzing data from national surveys conducted in 13 countries in
sub-Saharan Africa tested the hypothesized association between parenting factors (orphanhood
and parental absence) and sexual violence. The pooled analysis, which included a sample of
10,464 girls aged 15-17, found significant association; paternally orphaned children were 1.36
times more likely to experience sexual violence (OR=1.36, 95%CI: 1.08, 1.7). This association
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was larger for those children who reported having lost both parents (OR=1.47, 95%CI: 1.08,
1.99). Girls seemed more susceptible to sexual violence based on the absence of a father than the
absence of the mother; maternal orphanhood was not statistically associated with sexual violence
(OR=0.97, 95%CI: 0.7, 1.35). Similarly, those who reported experiencing paternal absence were
1.28 times more likely to have experienced sexual violence (OR=1.28, 95%CI: 1.05, 1.56);
maternal absence was not statistically associated with sexual violence (OR=1.06, 95%CI: 0.88,
1.28). The inclusion of parental absence as a dependent variable in this review is important for
two reasons. First, as the authors suggest, parental absence may be more common in sub-Saharan
Africa than orphanhood, a most commonly used variable for parental absence. Second, parental
absence, rather than orphanhood, may be more modifiable with interventions targeting parents
e.g. by educating parents on the importance of being present and taking a more active role in the
lives of their children. The significant association between paternal absence and sexual violence
is equally important in light of the fact that fathers are more likely to be absent than mothers, and
are less likely to participate in parent-based youth sexual health interventions compared to
mothers. In this review for instance, while 14-48% of children reported an absent mother, 2152% reported an absent father (Kidman & Palermo, 2016).
Finally, qualitative studies conducted in sub-Saharan African provide in-depth insights
into CSA risk and protective factors. While findings from these studies are not generalizable,
they provide contextually rich understanding of CSA risk and protective factors. A qualitative
study conducted in Tanzania assessed perceptions of CSA among professional stakeholders
(police officers, magistrates, NGO representatives and technical government officers) as key
informants. Describing children as “products of an eroded social norm system”, participants in
this study suggested that changes in social dynamics were a major determinant of CSA in
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Tanzania. These changes in social dynamics were reflected through lack of parental care,
economic desperation, eroded social norms, and HIV-related myths, all of which were perceived
to increase CSA vulnerability. In addition, participants suggested that changes in social dynamics
could explain challenges in reporting CSA to legal and health institutions. Moreover, the study
associated changing social dynamics with challenges of handling CSA within health and legal
institutions (Kisanga, Nystrom, Hogan, & Emmelin, 2011).
Another qualitative study conducted in Kenya assessed professionals’ perspectives on
CSA-related cultural risk and protective factors (Plummer & Njuguna, 2009). A sample of 36
professionals who work on CSA prevention and treatment (medical officers, child protective
workers and police officers) were grouped by their tribal affiliation and asked to work together to
identify key risks and protective factors within their specific tribes. While not indicated explicitly
by the study report, grouping participants by tribe may have occurred in recognition of social and
cultural differences inherent in tribes and their influence on perceptions of CSA. One important
limitation of this study is the focus on community and society level risk and protective factors; as
a result, group assignments were worded to focus on community and social factors at the
exclusion of individual and family level factors. In summary, the study identified negative
gender roles, negative social norms, patriarchy and a culture of silence as some of the key
determinants of CSA risk (Plummer & Njuguna, 2009).
Only one qualitative study in sub-Saharan Africa directly explored parents’ perceptions
about CSA risk and protective factors. Mathoma et al. (2006) studied perceptions of parents
regarding CSA in Botswana and Swaziland. Parents in this study identified exposure to foreign
cultures through television and other forms of media and parental negligence as some of the key
CSA risk factors. In addition, parents identified appropriate education of children, parents, and
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families as some of the ways to enhance the fight against CSA (Mathoma, Maripe-Perera,
Khumalo, Mbayi, & Seloilwe, 2006).
The location of CSA risk and protective factors from multiple ecological levels as
demonstrated by the literature reviewed point to a need for further studies to apply ecological
models in assessing CSA-related factors and in developing CSA related interventions. Of these
ecological levels, literature shows that family level factors, including parent and caregiver
factors, are important in shaping CSA risk and protective factors.
Consequences of CSA
Few studies in sub-Saharan Africa examine consequences of a CSA experience and, point
to association with other negative health outcomes such as: perpetrating sexual violence, early
sexual debut, alcohol and other illicit drug use, and psychological health outcomes. Andersson et
al. (2012) found a link between experiencing forced sex and becoming a perpetrator of the same.
A smaller proportion of boys (11.7%) and girls (4.7%) reported having perpetrated forced sex;
students reporting an experience of forced sex had higher odds of reporting that they had
perpetrated forced sex (AOR=4.37, 95%CI: 3.96-4.82 among boys; AOR=5.34, 95%CI: 4.666.13 among girls). However, since this was a cross-sectional study, the temporal association
between experiencing and perpetrating CSA cannot be concluded.
Analysis of cross-sectional data from South Africa, Zimbabwe and Tanzania found
significant associations between history of CSA and early sexual debut, and alcohol and other
drug use. Specifically, men and women with a history of CSA were significantly more likely to
report initiating sex about a half a year earlier than those with no such history (OR −0.6, 95%CI:
−0.9, −0.4 among men and OR −0.7, 95%CI: −0.9, −0.5 among women). Men and women with a
history of CSA were about 1.5 times more likely to report alcohol use (OR 1.43, 95%CI: 1.22,
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1.68 among men and OR 1.83, 95%CI: 1.50, 2.24 among women). Similarly, men and women
with a history of CSA were about 1.7 and 2 times more likely to report drug use respectively.
Significant associations was also found with an experience of forced sex; this is consistent with
the findings by Anderson et al. (2012) that CSA experience may be a risk factor for future sexual
violence victimization. Men and women with a history of CSA were more than twice and about
three times more likely to report an experience of forced sex respectively. These men and women
were also more than three times more likely to report having been physically hurt by a partner.
Surprisingly, even though significant for both genders, a CSA experience was more strongly
associated with an experience of partner violence among men (OR 3.88, 95%CI: 2.84, 5.29) than
among women (OR 3.06, 95%CI: 2.48, 3.76) (Richter et al., 2014).
Further, findings from the national surveys of violence against children provide some
evidence for the association between an experience of CSA and, other risky health behavior and
negative health outcomes. Significant associations with psychological health outcomes such as
anxiety, depression and suicidal thoughts were found among females in Kenya and Tanzania,
and among males and females in both Malawi and Nigeria. In addition, significant associations
with other sexual health outcomes such as an STI, pregnancy and sexual risk behavior (e.g.
multiple sexual partners) were observed in Kenya, Tanzania, Malawi and Nigeria. In Tanzania
(among 13-17 year olds) and Malawi (among 18-24 year olds), CSA experience was associated
with recent alcohol use (UNICEF, 2011, 2012, 2013, 2016).
On account of these findings, preventing CSA may have positive effects on adult sexual
and gender-based violence, two important determinants of HIV risk in sub-Saharan Africa. More
importantly, timely disclosure and appropriate reporting of CSA may help abate the effects of
sexual trauma and other negative outcomes associated with CSA. If promptly disclosed to,
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parents can play a key role in facilitating timely access to health and legal services that children
need post CSA.
Perpetrators and location of CSA
While common assumption is that CSA is mostly perpetrated by strangers, the risk of
CSA perpetrated by non-strangers in sub-Saharan Africa region was highlighted as early as 2004
by the first systematic review of literature from the region. When the reviewers disaggregated
data by whether CSA involved contact or not, they showed that a significant proportion of
contact CSA perpetrators were someone known to the victim compared to non-contact CSA, in
which case strangers emerged as the majority perpetrators. In this category of someone known to
the victim, teachers and health care providers emerged as common perpetrators of CSA (Lalor,
2004). Similarly, Pitche (2005) found that most alleged child abusers were an adult male known
by the child—none of these studies indicate whether male victims were sexually abused by a
male or female perpetrator.
Findings from the recent national surveys of violence against children provide support for
the role of non-strangers in perpetrating CSA. Consistent across the six countries surveyed,
findings highlight the risk of experiencing CSA perpetrated by someone known to the child such
as a family member, neighbor, boyfriend/ girlfriend, husband/ wife, classmate and teacher. In
Kenya, the perpetrator was most commonly a family member (15.3% among females and 11.5%
among males), neighbor (27.4% among females and 21.2% among males), boyfriend/ girlfriend
or a romantic partner (47.3% among females and 42.7% among males) (UNICEF, 2012). Similar
trends were observed in Zimbabwe, Malawi, Nigeria and Tanzania where a majority of
perpetrators were reported to be someone known to the victim. In Zimbabwe for instance, more
than three quarters of girls (77.7%) and one quarter of boys (26.7%) reported that the perpetrator
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was a girl/ boyfriend. Similarly, 20.3% of girls and 15.2% of boys indicated that the perpetrator
was someone related to the victim such as a husband/ wife, an uncle or other relatives. A
domestic worker was identified as a perpetrator by 32.5% of boys and 10.3% of girls
(ZIMSTAT, 2013). A class or school-mate was identified by 15.5% of females and 19.2% of
males in Malawi (UNICEF, 2013). A high proportion of young women with a history of CSA in
Swaziland reported that the perpetrator was a husband/ boyfriend (35.6%), neighbor (27.1%) or
relative (15.7%). Only 10.1% identified a stranger as the perpetrator (UNICEF, 2007). The high
proportion of familial perpetrators in these surveys justify the need to examine the role of
perceived relationship to an alleged perpetrator on intentions to disclose and report CSA.
With regard to perpetrator’s age, findings from these national surveys show that a high
proportion of perpetrators are five or more years older than the victim. In Nigeria, for instance,
70% of female and 32% of male sexual abuse victims perceived the perpetrator to be at least 5
years older (UNICEF, 2016). Similarly, in Tanzania, the majority of perpetrators of sexual
violence against females were older than the victim, while the majority of perpetrators of sexual
violence against males were about the same age as the victim (UNICEF, 2011). However, a
different picture emerged in Malawi where only one quarter (26.7% and 24.2% among females
and males respectively) of perceived perpetrators was reported to be at least five years older
(UNICEF, 2013).
With regard to location, it is only in the national surveys of violence against children that
the location of CSA was assessed. Altogether, the victim’s and perpetrator’s homes emerged as
likely location for CSA in all six countries surveyed. Among females and males in Nigeria, the
perpetrator’s home (50.5% for females and 31.6% for males) and the victim’s own home (19.2%
for females and 30.6% for males) were the most commonly cited location of CSA (UNICEF,
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2016). In Zimbabwe, one third of females (32%) and males (31%) who experienced sexual
violence prior to age 18 had those experiences at their own home (ZIMSTAT, 2013). Similarly,
in Malawi, about one quarter of victims of CSA experienced the abuse at either their own home
(22.1%) or the perpetrator’s home (28.3%) (UNICEF, 2013). In Kenya, males were more likely
to experience sexual abuse at their own home while females were more likely to have similar
experiences at the perpetrators home. Among males, 31.8% and 7.9% reported that the location
of abuse was their own home and the perpetrator’s home respectively. Among females, 21.6%
and 26.2% reported the perpetrator’s home and their own home respectively. Other locations
commonly associated with CSA in the surveys include being on the road travelling on foot and at
school (UNICEF, 2012). The identification of someone known to the child, including relatives,
as likely perpetrators of CSA and the home as a likely location of CSA provides further
justification for the engagement of parents in prevention and response to CSA. With regard to
response particularly, it is conceivable that the tough decisions of reporting relatives as CSA
perpetrators may be a major challenge for parents and thus a major barrier to reporting.
Similarly, children faced with relatives as perpetrators may find it increasingly difficult to
disclose such abuse. Thus, it is important to examine factors influencing children’s and parents’
intentions to disclose and report CSA under these circumstances.
Response to CSA
However, as expected, CSA disclosure and reporting are not only challenging but also
rarely observed in sub-Saharan Africa. Because of the negative consequences associated with
CSA, timely and appropriate response to CSA is as important as public health interventions to
prevent the occurrence of CSA. A timely response can help promote effectiveness of the health
and legal services available to victims. Timely access to CSA-related legal and health services is
29

dependent on how soon disclosure and reporting occurs. However, CSA disclosure is often
delayed or avoided altogether. Sadly, only a few studies in sub-Saharan Africa have assessed
CSA disclosure and reporting.
Limited and late disclosure of CSA has been highlighted by the national surveys on
violence against children. In general, few of the respondents with a history of CSA in these
surveys knew where to get help, sought help or actually received help. Overall trends indicate
highest reports of disclosure in Malawi and lowest in Nigeria. It is worth pointing out that
Nigeria has more extensive policy and legislation limiting women’s dressing and conduct
(Tamale, 2014) in ways that may perpetuate women’s perception of blame for sexual violence
and thus hinder disclosure. In Malawi, majority of males (64.7%) reported telling someone about
their CSA experience. A smaller proportion of females reported disclosing (61.2%). Similarly,
more males than females with an experience of CSA in Malawi reported knowing a place to seek
help (44.7% vs. 26.5%). While more females than males reported actually seeking help, the
proportions were very small (7.1% females and 5.1% males). On the other hand, only about one
quarter of males (26.9%) and about 2 in every 5 females (38.3%) in Nigeria reported telling
someone about their CSA experience. Smaller proportions of females (15.1%) and males
(24.8%) in Nigeria reported knowing a place where they could get help. A much smaller
proportion in Nigeria actually sought help; 5.0% females and 2.6% males. Consistent with the
above findings, less than 10% of males and females with a history of CSA reported having
received professional help. Only 1.5% males in Nigeria and 9% males in Malawi received
professional help. Among females, 3.5% in Nigeria and 5.9% in Malawi received help (UNICEF,
2013, 2016). This is an indication that while disclosure and reporting is important, it may not be
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sufficient to protect children from the negative consequences of CSA as some of those who
disclose and report may not receive the services they need.
Across all six countries, a relative was more commonly reported by females as the
recipient of the disclosure. Nearly three quarters of females in Kenya who reported telling
someone about their sexual abuse experience disclosed to a relative (70.3%). Similarly, in
Swaziland and Zimbabwe, a relative was the most common recipient of disclosure (37.8% and
57.3%, respectively). Males on the other hand seemed to prefer disclosing to a friend than a
relative. For instance, the most common recipient of disclosure among males in Kenya and
Zimbabwe was a friend (66.9% and 88.5%, respectively).
When asked about the reasons for their non-disclosure, many of the respondents who did
not disclose indicated that they did not think the experience was an abuse; about half (50.9%) of
males in Zimbabwe, 15.2% of males in Kenya and 23.3% of females in Swaziland who did not
disclose did not think the experience was an abuse worth disclosing. Other commonly cited
barriers to disclosure were: fear of embarrassment for self and the family; fear of getting into
trouble; fear of getting the perpetrator in trouble; fear of being abandoned or doubted and; not
knowing who to tell (UNICEF, 2007, 2012; ZIMSTAT, 2013). While these findings help educate
us on some of the potential facilitators of CSA disclosure, there is need to extend this assessment
to qualitatively understand how these barriers interplay with children’s perceptions of their
relationship and communication with their parents in the context of disclosing to parents.
In addition to disclosure, an effective response to CSA depends on the action of
recipients of disclosure. One way that disclosure recipients can help victims is by providing them
support to access and utilize available health and legal services. In addition, victims can depend
on the people they trust for moral and psychological support critical for the healing process.
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Unfortunately, only two studies in the sub-Saharan Africa region have focused on the factors that
influence reporting of CSA. In a multi-level analysis of demographic data from 6 sub-Saharan
Africa countries, a relationship was found between reporting CSA and community level factors;
at least 18% of variation in CSA reporting was attributed to community level factors. The odds
of reporting favored respondents currently employed than those who were unemployed (Yahaya,
Uthman, Soares, & Macassa, 2013). In the same year, another study reported findings from indepth interviews with parents in Tanzania to explore their experiences of legally reporting CSA.
Findings from this study indicate that parental response to CSA incidents may be influenced by
parents’ own characterization of CSA types and suggest that educating parents on types of CSA
and appropriate action required for each type may serve to address CSA complexities and
safeguard the rights of children in Tanzania (Kisanga, Nyström, Hogan, & Emmelin, 2013).
Summary
While research interest on CSA is increasing in the sub-Saharan African region, many of
the studies conducted and reviewed above focus on estimating the prevalence and risk factors.
Few studies focus on factors associated with response to a CSA experience. The few studies that
do are limited in that they focus on applying either a quantitative or a qualitative approach. To
increase positive response—timely disclosure, reporting and utilization of health and legal
services—interventions will need to take into account a comprehensive understanding of factors
influencing CSA disclosure and reporting. Because CSA is most likely to occur at home, to be
perpetrated by someone known to the victim and to be disclosed to a parent or adult relative,
parent-based CSA interventions may play a key role in improving CSA disclosure. To be
effective, such interventions need to target factors that influence children’s intentions to disclose
CSA to their parents, and parents’ intentions to report a disclosed CSA. A comprehensive
32

understanding of these factors warrants a mixed methods approach that integrates qualitative and
quantitative processes and perspectives from both children and parents.
Insights from parent-based youth sexual health interventions and the link with CSA
Preliminary work around parent-based youth sexual health point to the feasibility of
engaging parents as primary agents of timely and effective response to CSA. Globally, the role
of the family (specifically parents and adult caregivers) in adolescent sexual health was given
prominence by the World Health Organization (WHO) in a technical working group report in
1997, proposing the creation of a safe and supportive environment at home and in the community
as one of five critical intervention areas for promoting adolescent health and development. The
family environment was singled out as an ideal and unique location for providing adolescents
with love and support, promoting responsible health behavior guided by family values and moral
standards, providing role models of health behavior, setting goals and the rewards associated
with them and, providing a filter for all the negative influences adolescents are exposed to in the
community (WHO, 1999a). Further, in an analysis of data from six studies covering 53 countries,
the WHO reported that families, alongside peers, schools and communities, are critical for
shaping adolescent health (WHO, 2002). The family can effectively influence not only CSA
prevention, but also response to CSA in ways that protects the victim from further abuse and
severity of the negative consequences.
A number of rigorous studies conducted in the US and other parts of the developed world
provide support for the hypothesized association between parenting practices and youth sexual
risk behavior and sexual decision making. From these studies, three parenting factors have been
found to be associated with youth sexual risk behavior and sexual decision making— parentchild communication, parental monitoring, and parent-child relationship. Parent-child
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communication, which relates to how well and effectively parents communicate with their
children, is associated with increased sex-related knowledge, delayed sexual debut, fewer sexual
partners and consistent condom use (Dutra, Miller, & Forehand, 1999; Kotchick, Dorsey, Miller,
& Forehand, 1999; Miller, Levin, Whitaker, & Xu, 1998; Pick & Palos, 1995). Parental
monitoring is defined generally as parental supervision of children’s social activities (Miller et
al., 1998), and is associated with delayed sexual debut, lower odds of engagement in sexual
behavior and fewer sexual partners (Miller et al., 1999; Rodgers, 1999; Romer et al., 1994;
Tubman et al., 1996). Finally, parent-child relationship relates to adolescents’ perceptions of how
supportive and involved their parents are in their lives. Studies show that perceptions of a close
relationship with parents is associated with lower odds of sexual risk behavior, fewer sexual
partners and more consistent condom use (P. J. Dittus & Jaccard, 2000; Luster & Small, 1994;
Miller et al., 1999; Scaramella, Conger, Simons, & Whitbeck, 1998).
The above parenting factors, while evaluated extensively outside sub-Saharan Africa,
provide a useful framework for examining parenting practices in the region especially as it
relates to adolescent sexual health. Moreover, the relevance of these factors is supported by at
least one cross-cultural comparison of factors associated with parent-child sex-related
communication between the US and Kenya (Poulsen, Miller, et al., 2010). Taken together, these
three factors place parents in a unique position to help prevent and respond to CSA. Specifically,
two factors—close parent-child relationship and effective parent-child communication—may
provide a supportive environment for children’s disclosure of sexually related problems,
including sexual abuse. Besides being the more likely recipients of disclosure, parents have a
major role in determining the course of action upon disclosure since children are under their
primary care. However, parents’ intentions to report a disclosed CSA may be influenced by a
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number of factors e.g. their lack of awareness about available CSA support services, their limited
knowledge about the health consequences of CSA, and their perceptions about their role in
preventing CSA (Babatsikos, 2010).
A conceptual framework for parent-based CSA prevention
Earlier, the relevance of a parenting approach to CSA prevention and reporting was
crystalized by the seminal works of Daro (1994) . While reviewing literature on CSA prevention
strategies, she proposed an ecological model that integrates interventions for the public, parents,
young adults, victims and perpetrators. To be comprehensive and effective, interventions need to
be informed by an understanding of risk and protective factors at the victim, perpetrator and
social environment levels. Similarly, there is need to explore and address the intersection
between these levels. She argues that at least four factors “limit the range of CSA prevention
strategies: (1) the social discomfort surrounding sexuality, (2) the difficulty in developing
voluntary treatment options for offenders, (3) the absence of clear risk factors identifying
potential perpetrators, and (4) the speed and intensity of public exposure to the issue” (Daro,
1994, pg. 200). The first limitation is most relevant to the question of disclosure and response to
CSA. In sub-Saharan Africa, the culture of silence on sexuality is much more pronounced. In
many parts of the region, open conversation about sex is considered a taboo, even between adult
married couples (Poulsen, Miller, et al., 2010). In such a context, parent-child communication
about any sex-related topic such as CSA is bound to be challenging for both parents and
children. It is these social and cultural factors that drive the preference for negotiated settlements
of CSA cases involving family members and relatives in the region (Lalor, 2004). In addition,
there is need to sensitize and educate the general public—especially parents—about what CSA is
and the scope of prevention and response needed as pointed out by the fourth limitation. The
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good news is that sexual abuse is increasingly a subject of public debate in the region facilitated
by public dissemination of findings from studies seeking to estimate the extent of the problem in
sub-Saharan Africa.
Formulating a conceptual framework for the study
Theoretical constructs. The main theoretical construct of interest in this study is
intentions, defined by the theory of reasoned action (TRA) and theory of planned behavior as a
measure of an individual’s readiness to perform a given behavior (Ajzen, 2011; Fishbein &
Ajzen, 1975). In this study, the primary interest is the examination of the relationship between
parenting factors and children’s intentions to disclose CSA. Of secondary interest is examination
of factors associated with parents’ intentions to report a disclosed CSA. With regard to the
primary aims, while TRA identifies individual factors influencing intentions—e.g. knowledge,
attitudes, beliefs and self-efficacy—the focus of this study is on how parenting factors influence
individual intention. Specifically, it is conceived that parent-child communication, parent-child
relationship, parental monitoring and parental responsiveness will have an influence on
children’s intentions to disclose CSA. This conceptualization is supported by the social cognitive
theory whose focus is on interpersonal factors (Bandura, 2004; McAlister, Perry, & Parcel,
2008).
Since the ultimate goal of this study is to generate information for development of parentbased, targeted and culturally appropriate CSA response interventions in SSA, reference to
theoretical constructs is key. Theories conceptualize a link between constructs and behavior and
thus facilitate development of effective behavior change interventions (Glanz, Rimer, &
Viswanath, 2008). Applying theory to research on determinants of health-related behavior is
therefore important in facilitating interpretation and translation of research findings to
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intervention development or improvement. Unfortunately, application of public health theory is
not well developed and only a few intervention studies report the role of theory in intervention
development in SSA (Michielsen, Chersich, Temmerman, Dooms, & Van Rossem, 2012).
Consequently, this study borrows from relevant literature published in high income countries.
The relevance of the TRA/TPB as a framework for parent-based sexual health
interventions is suggested by two conceptual models developed outside SSA. First is an
expansion of TPB for application in parent-based adolescent sexual health interventions
conceptualized by researchers at the University of Pennsylvania in 2007. The expanded
framework delineates how TPB can be applied to influence parent beliefs related to adolescent
sexual health and, how parent beliefs can in turn influence adolescent beliefs, intentions and
behavior. By integrating parents as an external—but proximal—influence on adolescent sexual
health, this expansion creates a framework that goes beyond the original intrapersonal focus of
TPB (Hutchinson & Wood, 2007).
A recent expansion provides detailed guidance on applying TPB as a basis for developing
interventions to increase parents’ intentions to engage in communication about sex and sexuality
with their children (Malacane & Beckmeyer, 2016). The article makes a succinct summary of
why TPB is relevant and applicable in influencing parent-child communication:
“In order to increase the frequency of parent–adolescent communication about sex and
sexuality, we must first increase parents’ intentions to have those conversations, which
are derived from parents’ attitudes toward talking to adolescents about sex and sexuality
(i.e., behavioral beliefs), their beliefs regarding if their children and other individuals
(e.g., other parents, teachers, doctors) think such communication is important and/or also
engage in the behavior (i.e., normative beliefs), and how much control they perceive
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having over such communication with adolescents (i.e., perceived behavioral control)”
(pg. 31).
Social learning, defined by the social cognitive theory (SCT) as “learning to perform new
behaviors by exposure to interpersonal or media displays of them”, is another mechanism
through which parents are conceived to have an indirect influence on their children’s decision
making and behavior (McAlister et al., 2008, pg. 171). People—in this case, children—have the
ability to observe others and to learn from observed behavior. Social agents such as parents,
peers and mass media have a critical role in children’s observational learning. Parents define
what is observed, the amount of attention given to the observation, how much of what is
observed is retained, and opportunity and motivation to reproduce the observed behavior. In this
regard, the idea of reciprocal determinism—the interplay between personal, behavioral and
environmental influences that help to shape and reshape behavior—is manifested. Within this
triadic system, people have both individual and collective agency to reconstruct their
environment to suit a particular agenda (Bandura, 2004; McAlister et al., 2008). This is a sharp
contrast to the intrapersonal level theories for which focus is purely on individual agency.
Similarly, SCT aligns with the structure versus individual agency debate in Sociology regarding
the role of social environment and other structural level factors in facilitating and constraining
decisions and behavior of individual members of society (Giddens, 1987). SCT proposes that
individuals can successfully adopt observed behavior only to the extent that environmental
conditions support such a behavior, thus implying that children’s CSA disclosure may be
influenced to some extent by parenting factors. One way that this is conceivable is through
parents’ system of rewards and punishment for children’s behavior. Bandura (1990) aptly
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summarizes the influence of interpersonal over individual-level factors in a sexual behavior related application:
“Problems arise in following safer sex practices because self-protection often conflicts
with interpersonal pressures. In these interpersonal situations the sway of coercive power,
allurements, desire for social acceptance, social pressures, situational constraints, and fear
of rejection and personal embarrassment can override the influence of the best of
informed judgment” (Bandura, 1990, pg. 10).
Theoretical constructs discussed above highlight the potential and unique role of parents
and other socio-environmental factors in influencing adolescent sexual behavior and sexual
decision making. Besides guiding formulation of the study’s conceptual framework and
definition of measures of interest, these theoretical constructs will be applied as a foundation for
interpretation of the study findings and the generation of recommendations for intervention
development.
Conceptual framework of the study. Below (Figure 2) is a the conceptual framework for
this dissertation study that is developed based on the literature review, theoretical constructs and
preliminary studies of parent-based youth sexual health interventions discussed earlier. In the
conceptual framework, I propose a model that integrates processes involving the child (victim),
the parent, social and community factors, and interactions between parent and child factors. In
this model, panel A depicts theoretical constructs conceived to influence children’s intentions to
disclose CSA to their parents (e.g. knowledge, perceived barriers, attitudes and beliefs). While
panel B illustrates similar theoretical constructs, the focus shifts to how these factors influence
parents’ intentions to report a disclosed CSA.
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The study applied an ecological lens (Sallis, Owen, & Fisher, 2015) in conceptualizing
the dynamic interplay between the factors depicted in the conceptual framework and their
influence on CSA disclosure and reporting; specifically, the study focused on factors influencing
CSA disclosure and reporting at the individual victim level and, the victim’s parents, community
and organization levels.
Children who lack knowledge about CSA, who have negative attitudes and negative
beliefs about consequences of disclosing CSA may have lower intentions to disclose to their
parents, depicted by arrow 1. On the other hand, parents’ intentions to report a disclosed CSA
may be weakened by their lack of knowledge, negative attitudes, negative beliefs and poor skills,
depicted by arrow 2. Similarly, these parenting factors have an indirect influence on children’s
factors through modeling and direct communication, depicted by arrows 3, 4 and 5). At the
community/ organization level, social meanings assigned to CSA, the way CSA is understood
and perceived in the broader community, can have an influence on how community members act
to prevent, and respond to CSA occurrences, depicted by arrow 6.
As shown in the conceptual framework below, the factors described above at the
individual, parent/ family, and community/ organization levels interact with each other to
determine response to CSA. For any CSA occurrence, there is possibility of an immediate
disclosure to a parent and prompt reporting to legal and health services. While not guaranteed,
this kind of support is likely to facilitate access to legal and health services needed by victims for
psychosocial healing and prevention of the intermediate negative health outcome associated with
CSA. In contrast, a delayed response or total non-response—lack of disclosure and reporting—is
likely to delay access and utilization of key health, legal and social support services.
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Figure 2: Conceptual framework depicting factors influencing CSA disclosure and reporting

Note: Boxes that are shaded gray and with bold text in them depict the specific factors that
this dissertation study focused on.
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CHAPTER THREE: METHODS
Introduction
This chapter provides information about how the study was implemented. It provides
background information on the study design and study procedures and strategies for ensuring
quality and rigor.
Overall Study Design
The overall study applied a mixed methods design, an approach that integrates qualitative
and quantitative techniques to comprehensively investigate a research question of interest and to
expand understanding of the research problem. The process of mixed methods research involves
the investigator collecting and analyzing data, integrating the findings, and drawing inferences
using both qualitative and quantitative approaches or methods in a single study or a program of
inquiry (Tashakkori & Creswell, 2007). However, mixed methods is not just the integration of
quantitative techniques into a qualitative study, or vice versa, but rather the application of both
techniques in all or multiple phases of the study. While some have raised issues with mixed
methods approaches (e.g. logistical and design complexities, technical rigor needed, challenges
integrating methods and interpretation of results from multiple methods) (Catallo, Jack, Ciliska,
& Macmillan, 2013), others support the utility of the approach as a framework for integrating
multiple perspectives and generating a comprehensive understanding of a health phenomenon
(Creswell et al., 2011). Specifically, mixed methods offer an opportunity to integrate analytical
techniques in ways that neither quantitative nor qualitative data analysis separately can provide.
For complex public health problems, such as CSA, with a web of causal factors and
consequences, mixed methods offer an ideal approach to gaining a comprehensive understanding
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of these problems. In this study, qualitative findings were used to inform selection of variables
for quantitative data analysis and, insights from both methods were used in interpreting study
findings. This study applied a sequential mixed methods design with a dominant qualitative
component and a less-dominant quantitative component in the analysis of data (Padgett, 2011).
First, qualitative data generated through FGDs were analyzed.
While a number of studies examine the prevalence and predictors of CSA in sub-Saharan
Africa region, few focus on determinants of disclosure and reporting of CSA. In this context, a
qualitative research approach is relevant because it permits a non-structured and in-depth
understanding of the ways perceptions and attitudes related to CSA are formed and function, and
how these perceptions influence intentions to disclose and report CSA. Consequently, the
qualitative analysis component of this mixed methods study comprising FGDs deliberately preceded the quantitative analysis component comprising audio computer-assisted self-interviewing
(ACASI) survey with the aim of informing important variables and potential associations to
examine in quantitative analysis.
Data source
This study analyzed formative research and baseline cross-sectional survey data from a
trial conducted in Goromonzi District, Zimbabwe in 2016. One community within Gormonzi
District was selected for the FMP trial based on the following criteria: low saturation of genderbased violence programs, no previous participation in Families Matter! program pilot activities,
no known programs that address parent-child communication (to increases the chances of
detecting intervention effect), sizeable population of 9-13 year olds, high prevalence of child
abuse, and established CSA support services (to provide ongoing support to participants in the
event of sexual abuse disclosure).
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The main objective of the trial was to evaluate the impact of a new, extended version of
FMP on 1) parents’ awareness and understanding of CSA; 2) parents’ communication about
CSA with children and community members; 3) parents’ ability to protect children from CSA;
and 4) parent’s ability to respond to and support their children should their children experience
sexual abuse. In addition to measures related to the intervention’s efficacy, the baseline survey
included questions on (1) children’s intentions to disclose sexual abuse to their parent, and (2)
parents’ intentions to report disclosed CSA to legal and health service providers.
Research approval
Study procedures were reviewed and approved by the scientific steering committee and
ethical review board at CDC Atlanta (Protocol Number 6816), and the Research Council of
Zimbabwe. A letter of support authorizing data access and use was granted by the trial’s
principal investigator [see appendix A for a copy of letter of support] at the CDC. Before data
analysis could begin, the dissertation proposal was submitted for review and received exempt
approval by The University of Memphis’s Institutional Review Board [see appendix B for
relevant copies of IRB approvals].
Study subjects
The study population comprised of parents and their target child (aged 9–13 years)
residing in the selected communities. In the context of this study, and in much of sub-Saharan
Africa, “parent” incorporates other primary caregivers who are not biological parents of the
child, such as grandparents, aunties, uncles and older siblings. In this study and report, the term
“parents” is used to encompass this broader definition.

44

Procedures for qualitative study
Eligibility criteria for qualitative study
The parent-child dyads in the FGD met the following criteria:
1. Parent is the primary caregiver of adolescent child aged 10-14;
2. Target child is aged 10-14 years at the time of the study;
3. Parent resides in the community in which the assessment is being conducted
4. Parent has the ability to understand the study (as described by the recruiter) and
provide consent.
Sample size and sampling procedures in qualitative study
Overall, forty parent-child dyads were targeted (n=80) for the qualitative study. This
sample size was determined to be sufficient to reach data saturation. While flexibility was built
into the study design allowing for variation in sample size with the goal of saturation in mind
(Padgett, 2011), this provision was not determined necessary in the course of data collection and
analysis. In qualitative research, sampling serves a conceptual and theoretical purpose, which is
to purposefully generate a sample of respondents or study units with an in depth knowledge or
experience of the research subject (Padgett, 2011).
To achieve this sample, purposive sampling techniques were applied—parents selfselected to join the FMP trial following community mobilization activity. Through the support of
a community advisory group, the field study team conducted community mobilization targeting
two geographically and ethnically diverse sections of Gormonzi District. Using this community
mobilization platform, parents were first identified, contacted and, if eligible, recruited to the
study. Afterwards, eligible parents were asked to provide permission for their child’s
participation. Children were then approached individually—and away from their parents—to
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obtain assent. Sampling continued simultaneously with data collection; the sampling procedure
was followed until the expected sample size was reached. During consenting/ assenting, all
potential participants were informed in detail—verbally and in writing—about the study
objectives, procedures, benefits and risks associated with participation and the rights of each
research volunteer. Because of the sensitivity of the research topic, detailed information
regarding confidentiality was included in the informed consent process [see appendix C, D, E
and F for copies of consent and assent forms].
Data collection methods
Qualitative data were collected through FGDs with small groups of parents and children
separately. FGDs are a qualitative method of data collection in which small groups of carefully
selected participants are guided by a moderator to explore a health issue for which group
members have a common experience or association. The objective of FGDs is to elicit diversity
of ideas about a research topic and to illuminate the ways in which ideas are shaped through
social interaction (Freeman, 2006).
While some authors suggest that FGDs may not be ideal for an in depth exploration of
sensitive issues (Michell, 1999; Morgan, Gibbs, Maxwell, & Britten, 2002), others suggest FGDs
are ideal for studying the social meanings associated with sensitive experiences and how social
interactions form and shape these social meanings. For instance, (Kitzinger, 1994) suggests that
the success of FGDs in studying groups that are either too hard to reach or are less willing to
communicate their views demonstrates the relevance of this method at eliciting views on
sensitive topics. The unique opportunity for interaction among participants is one way through
which FGDs can help participants overcome discomfort with sensitive topics. Kitzinger (1994)
highlights two ways in which interaction between FGD participants manifest; the interactions
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can be both complimentary and argumentative. While complimentary interactions help uncover
ideas about shared experiences and shared meanings, argumentative interactions are instrumental
in pushing participants to go deeper into the reasons behind the views they hold (Kitzinger, 1994;
Wong, 2008). Further, the interaction between group members makes FGDs ideal for studying
health behavior because of the influence of the social environment and social interactions on
people’s health behavior. These interactions and the power given to group members to direct the
conversation and engage with each other makes FGDs ideal for exploring sensitive health topics
such as sexual abuse (Wong, 2008). In a group setting, participants are able to express their ideas
and share their experiences without necessarily feeling “on the spotlight”; one way that this can
happen is when participants share their views by responding to ideas raised by other group
members.
While FGDs provide a relevant and ideal method for studying sensitive health topics, the
methodology is not without challenges, especially when conducted with children. Morgan et al.
(2002) discuss methodological issues pertaining to conducting FGDs with children based on
lessons from a study of children aged 7-11 years in the United Kingdom. The study found
similarities in good practices between FGDs with children and with adults. For instance, the
study found that it is important to carefully constitute groups of children to balance the need for
familiarity and heterogeneity among group members. While familiarity may boost confidence of
children participants and empower them to share their views around discussion topics, some
children may hold back their views in the presence of familiar peers for fear of reprisal. In
addition, the study found that using interactive approaches such as role-play scenarios and
visuals enhance comfort and participation of child participants (Morgan et al., 2002). In this
dissertation study, discussion questions on CSA for parents and children were formulated in the
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form of scenarios. In addition, group sizes, composition and choice of moderators and note
takers were structured in a way to improve comfort and encourage participation—details of these
procedures are described in the sections below.
Overall data collection procedures
Eligible and consenting participants were grouped (through appropriate consultations to
take into account participant time and day preferences) and scheduled for FGDs. Each group had
between 7 and 12 participants to ensure adequate engagement of each group member and
promote sufficient diversity of ideas and views (Padgett, 2011). The groups were of mixed
gender. Among children’s groups, there were at least 3 children of each gender to ensure both
gender groups felt adequately represented. This was not possible for the parents group because of
the small proportion of male parents; there were at least 2 males in each parents’ group.
At the time and day agreed, participants were received by a research assistant and offered
refreshments. FGDs were moderated by a graduate level research assistant with the support of
two note takers, at a central venue, inside a private room with limited possibility of interruptions.
FGD questions and survey measures
FGD questions for pre-teens. Discussion questions began with general ideas before
progressing to more specific and in-depth follow ups. The general ideas were structured in the
form of scenarios, followed by appropriate probes to elicit in-depth ideas from participants.
These scenarios were developed based on common themes from the literature. The main themes
covered in the FGDs were parent-child communication about CSA, perceptions about reporting
or not reporting CSA related incidents and perceptions about support needs of CSA victims. At
the end of the FGDs, participants completed a self-administered interview assessing socio-
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demographic factors such as age, gender, education [See appendix G for a list of questions and
probes that guided FGDs with children].
FGD questions for parents. A similar format as described for children’s FGD questions
was used to structure parents’ FGD questions. For parents, questions focused on perceived
intentions to report disclosed CSA to a health service provider, the police and to a local child
protection committee [See appendix G for a list of questions and probes that guided FGDs with
parents].
Data analysis
Qualitative data management and analysis followed two major phases, with a series of
steps within each major phase, aimed at ensuring quality and accuracy of interpretations made.
An initial thematic analysis of the FGD transcripts focused on identifying factors influencing
children’s and parents’ intentions to disclose and report CSA. The following sub-steps were
implemented as part of the thematic analysis.
First, FGD audio tapes were transcribed verbatim and translated to English by a team of
note-takers and discussion moderator. Transcripts were translated using a back-translation
approach to ensure accuracy in capturing the discussion content. The discussion moderator and
an independent member of the research team reviewed de-identified transcripts and notes for
completeness against audio recordings and field notes. Once data completeness was assured, the
principal investigator and a second member of the research team independently read through
transcripts and notes to identify inductive and deductive themes. This was followed by a meeting
to reconcile the independent findings and to generate a single list of thematic codes.
Second, a codebook was developed with universal definitions and inclusion and
exclusion criteria for each code to ensure consistency during data analysis. All FGD transcripts
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were then entered into Nvivo 10 (Bazeley & Jackson, 2013), a qualitative data analysis system,
where thematic codes were applied. The data were analyzed to identify commonalities and
differences in responses relating to each thematic area and intersections between different
themes. Observational data collected by note-takers during the FGDs were reviewed at this point.
Third, I coded the transcripts using the final code book and generated reports for each of
the themes. These coding reports were the basis of consultations I held with other study team
members to ensure interpretation was consistent with data collected during the discussions and to
gain deeper insight into the context. An overall synthesis of findings was compiled with
particular focus on: “what” participants said and “how” they said it; areas of agreement and
disagreement among group participants and between groups and; other important non-verbal
cues (Padgett, 2011).
The second phase of data analysis involved content comparison of coding reports to
identify differences and similarities between children’s and parents’ characterization of the
factors influencing CSA disclosure and reporting. Applying an adapted version of summative
content analysis (Helgevold & Moen, 2015), emerging themes from children’s and parents’
FGDs were used as unit of analysis and content within each theme examined manually to
identify similarities and differences. Specifically, the analysis sought to answer these two
questions:
1. What are the most commonly cited factors influencing disclosure and reporting of CSA
among children and parents separately?
2. What similarities and differences exist in children’s and parents’ characterization of each
theme that emerge across the two groups?
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Procedures for maintaining quality and rigor in qualitative study
To ensure standardized application of data collection instruments and quality of data
collected, FGD moderators had graduate-level training and substantial experience in conducting
sexuality-related qualitative studies. There were two moderators, both female, alternating
between the groups; at the time of data collection, one of the moderators was the trials local
study coordinator and the second was the trials field coordinator. Both moderators were recruited
from the local community in which the study was being conducted and were thus versed in the
cultural dynamics of facilitating conversations on sensitive topics with children and adults in the
local context. Moreover, the moderators had initial meetings with potential FGD participants
during recruitment and consenting thus increasing participants comfort during actual FGD. In
addition, the following steps were followed:
1. FGDs were conducted in the local Shona language, audio recorded and transcribed
verbatim. Transcripts were cross-checked by an independent team before translation
into English. During translation, to ensure all important information was captured,
audio-files were transcribed verbatim and translated
2. Note takers were trained to observe and record participants’ non-verbal cues during
discussions
3. FGD moderator, note takers and other research team members reviewed all transcripts
and translations for accuracy and completeness
4. Complete transcripts were uploaded into Nvivo ® (Bazeley & Jackson, 2013) in
preparation for analysis
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5. Two investigators (the principal investigator and one of the research team members)
developed the code book and the PI coded transcripts in Nvivo ® by creating merged
scripts
6. This study and its findings are reported using the consolidated criteria for reporting
qualitative studies (COREQ) (Tong, Sainsbury, & Craig, 2007)
7. All study personnel including research assistants and note takers received detailed
training on study procedures, data management and confidentiality
In addition, because the study focuses on a sensitive topic, additional strategies were
applied to ensure rigor and strengthen quality of the qualitative data collected and the
interpretations made. These strategies are adopted from Krefting’s (1991) model of
trustworthiness of qualitative research. In the model, truth value relates to the confidence that the
data collected represents the truth based on the design of the study, the respondents from whom
data are generated and, the context of the study. To ensure truth value— credibility—of the data
collected in this study, FGDs were conducted on a third appointment; first two interactions with
participants were to sensitize, recruit and consent potential participants. During the first contact,
the FGD moderator took time to introduce the study and to create rapport with respondents, to
help respondents feel comfortable, and to strengthen generation of respondents’ true perceptions
on CSA-related themes. Consistency of data was strengthened by having one moderator for all
children’s FGDs and one moderator for all parents’ FGDs. Secondly, applicability and
transferability of study findings were strengthened by incorporating a comprehensive perspective
of CSA through the inclusion of both parents and children. Thirdly, to strengthen transferability,
detailed description of the study setting and the methods have been provided. This final research
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report provides detailed information on the steps followed to arrive at the findings and their
interpretation to inform potential application of the findings in other settings (Krefting, 1991).
Procedures for quantitative study
Eligibility criteria for quantitative study
To be eligible for the ACASI survey, the parent-child dyads had to meet the following
inclusion criteria—these criteria were developed for the purpose of the larger FMP trial:
1. Child and parent did not participate in FGDs (qualitative study)
2. Parent is the primary caregiver of a preadolescent aged 9-12 years at the time of the
first baseline assessment;
3. Target child is aged 9-12 years at the time of the first assessment;
4. Parent resides in the community that the assessment is being conducted and has no
intention of moving from the community during the next 6 months;
5. Parent speaks Shona, the local language;
6. Parent has the ability to understand both the study (as described by the recruiter) and
the informed consent and child assent process; and
7. Parent not a participant in previous FMP pilot activities.
Sample size and sampling procedures in quantitative study
Several weeks after conclusion of the FGDs, community leaders in the selected
communities were engaged to disseminate information about the trial. Parent-child dyads were
recruited primarily through schools. Churches and other community venues were also used to
recruit additional parent-child dyads. Study staff invited parents to attend an orientation session
with their preadolescents at an easily accessible location in their community. Among other
things, the orientation session provided an overview of FMP and the study, explained the time
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commitment required, and addressed the questions and concerns of interested parents. At the
orientation session, interested parents were individually screened by study staff to determine
eligibility. If the parent and preadolescent met all of the eligibility criteria and agreed to
participate, an appointment was made for a second visit to their homes where they were privately
asked to provide formal parental consent and child assent. On the consent forms, participants
were informed about the voluntary nature of the study.
Consenting parent-child dyads were given information about the dates, times, and
location of the baseline assessment. Several date and time slots were available to accommodate
participants’ different schedules. Participants were reminded of the upcoming baseline
assessment by a phone call conducted by study staff. Each individual was contacted by phone
only once. The study population for the quantitative study comprised 260 parent-child dyads.
This sample size was based on power of detecting intervention effect based on comparison of
baseline and post-intervention assessment data.
In cases in which there were two children in the household who met the eligibility
criteria, the older child was given preference to participate. For families with two parents in the
household, only one parent per child was allowed to participate in the FMP sessions and
assessments to achieve a wider coverage of families. In such cases, parents were asked to choose
which one of them they wanted to participate in the study activities. A parent-child dyad was
deemed ineligible to participate if consent and assent were not received from the parent or
preadolescent, respectively.
Data collection methods
For the quantitative survey, appointments were made with survey participants for audiocomputer assisted self-interviewing (ACASI) at a central and private location. At least one
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review of CSA studies associates confidential methods such as ACASI with increased reporting
of CSA experiences (Veenema et al., 2015). While this study did not measure a history of
individual CSA experience, ACASI has been shown to aid generation of sensitive sex-related
data such as the ones collected by this study. Studies conducted in sub-Saharan Africa
demonstrate the relative benefits of ACASI in obtaining sensitive sex-related data from
adolescents and its effectiveness in reducing social desirability bias (Beauclair et al., 2013; Kelly
et al., 2014; Vandenhoudt et al., 2010). In addition, ACASI has been used successfully in
previous studies involving parents and children in the evaluation of Families Matter! Program in
sub-Saharan Africa (Vandenhoudt et al., 2010).
Overall data collection procedures
Research assistants provided parents and children with tutorials on how to complete the
ACASI interviews. ACASI interviews were administered at a central community center. To
ensure privacy and confidentiality, parents and children completed the 60 minute survey
simultaneously but in separate rooms. In this survey, participants heard audio cues alongside
questions appearing written on the computer screen. Response options appeared on the touchscreens to enable participants select and click their preferred response. This method facilitated
efficient data management and analysis. All study participants were provided with refreshments
and transport reimbursement as per local practice.
Survey measures
Intentions to disclose sexual abuse. The main dichotomous dependent variable is
whether the child reported positive intentions to disclose a sexual abuse-related experience. This
variable was measured with one question, with a yes/ no response—“I would tell my
parent/caregiver if a grown up or someone older asked me to touch or look at their private parts”.
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Children responding “yes” to this question (intending to disclose coded as 1) are compared with
those who respond “no” (not intending to disclose coded 0).
Parent-child communication about sexual abuse. Parent-child communication about
sexual abuse was measured by eleven questions asking about past parent-child communication
about a range of sexual abuse topics e.g. “has your parent/caregiver told you to tell them if a
grown up or someone older touches or asks to touch or see your private parts?" These eleven
questions were combined to generate an index score for parent-child communication about
sexual abuse, averaged by the number of items on the scale (range 0 -2). Higher scores indicate
greater parent-child communication about sexual abuse.
Socio-demographic factors. Child age and gender—were measured in the study.
Children were asked to record their date of birth from which age in years was computed and
entered as a continuous variable. Gender was categorized as 1=male and 2=female.
Parent-child relationship. Participants were asked eight questions related to their
perceived relationship with their parent; e.g. “my parent or caregiver loves me”. Each question
had four response options; 0=never, 1=sometimes, 2=a lot of times, 3=all the time. These four
questions were combined to generate an index score for perceived parent-child relationship,
averaged by the number of items on the scale (range 0 - 3). Higher scores indicate stronger
perceptions of positive parent-child relationship.
Parental responsiveness. Perceived parental responsiveness to sex-related
communication was measured using a scale with three questions; e.g. “would your
parent/caregiver have enough information to talk to you about these things (things that may lead
to, or things that may be child sexual abuse)?" Each question had three response options: 0=no,
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not at all; 1=yes, a little; 2=yes, a lot. These three questions were combined to generate an index
score for perceived parental responsiveness, averaged by the number of items on the scale (range
0 - 2). Higher scores indicate stronger perceptions of parental responsiveness.
Parental monitoring. Parental monitoring of child’s social activities was measured by
five questions e.g. “how often does your parent/caregiver know where you go to when you are
not at home?" Each question had four response options: 0=never; 1=sometimes; 2=a lot of times;
3=all the time. These five questions were combined to generate an index score for perceived
parental monitoring, averaged by the number of items on the scale (range 0 - 3). Higher scores
indicate stronger perceptions of parental monitoring.
Parent-child communication about other sex-related topics. Two sets of scales
measured parent-child communication about sex related topics—general sex education topics
and sexual risk reduction topics.
General sex-education topics. The first scale with six questions measured parent-child
communication about general sex-education topics; e.g. “does your parent or caregiver talk to
you about visiting or friendships between a boy and a girl?” Each question had three response
options: 0=no never; 1=yes, once; 2=yes, more than once. These six questions were combined to
generate an index score for parent-child communication about sexual education topics, averaged
by the number of items on the scale (range 0 - 2). Higher scores indicate greater parent-child
communication about general sex education topics.
Sexual risk-reduction topics. The second scale with six questions measured parent-child
communication about sexual risk-reduction topics e.g. “does your parent or caregiver talk to you
about postponing sex? This is called abstinence” Each question had three response options: 0=no
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never; 1=yes, once; 2=yes, more than once. These six questions were combined to generate an
index score for parent-child communication about sexual risk reduction topics, averaged by the
number of items on the scale (range 0 - 2). Higher scores indicate greater parent-child
communication about sexual risk reduction topics.
Quantitative data analysis
All data management and analyses procedures were conducted using SAS 9.3® statistical
software package. First, to assure data quality, consistency and reliability checks were performed
before analyses begin. Initial Exploratory Factor Analysis (EFA) was conducted to assess the
construct validity of the new survey scale—parent-child communication about CSA. This scale
was recently developed and used in Families Matter! adaptation studies in Botswana, and the
scale has been shown to be stable and reliable in these unpublished adaptation studies. In this
dissertation study, I first calculated the Kaiser-Meyer-Olkin (KMO) measure of sampling
adequacy to determine whether or not the data were appropriate for factor analysis—KMO=
.928; Bartlett’s Test of Sphericity, χ(55)=1349.34, p<.001. Factor analysis extracted only one
component with eigenvalue >1 (5.901), explaining 53.6% of the total variance. All 11 items on
the scale loaded strongly in the component extracted; between .615 and .840. The reliability
score for the full scale with 11 items was α=.91
To assure data quality, consistency and reliability checks was performed for all other
measures before analyses begun using Cronbach’s alpha coefficients. Results of reliability tests
are reported below:
1. Parent-child relationship scale: α=0.85
2. Parental responsiveness α=0.83
3. Parental monitoring α=0.82
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4. Parent-child communication about sexual risk-reduction topics α=0.83
5. Parent-child communication about general sexuality education topics α=0.85
First, descriptive statistics presented as absolute numbers, percentages, or means and
standard deviations are presented (see Tables 4 and 5).
Second, bivariate analyses testing the associations between each independent variable
and the dependent variable was conducted and reported in table 6. For each test, odds ratio with
associated 95% confidence interval and p-value is reported as measure of association. For each
test, the null hypothesis was set as:
H0: there is no significant association between the independent variable and main
dependent variable

p ≥ 0.05

Third, to assess for confounding, each theoretical confounder was independently
evaluated for its percentage effect on the odds ratio of the main exposure-main outcome
association using the 10% rule (Kleinbaum & Klein, 2010). Based on results of qualitative data
analysis, presented in later sections, parent-child communication about CSA was selected as the
main exposure factor. Results of this test are reported in Table 7.
Fourth, models are built adjusting for all factors passing the confounding test. Results are
presented in Table 8. For each model, the null hypothesis was set as:
H0: there is no significant association between the independent variable and the
dependent variable after adjusting for confounding factors

p ≥ 0.05.

Procedures for maintaining quality and rigor in quantitative study
The primary strategy for assuring quantitative data quality was the use of ACASI to
collect data. In addition, all study personnel including research assistants received detailed
training on study procedures, data management and confidentiality. Participants received an
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orientation and survey questions begun with general test questions to get participants
comfortable and oriented to the survey design. Trained research assistants were on standby to
provide support to participants during survey administration. In addition, this survey used
measures that have been developed and validated in comparable settings in the sub-Saharan
African region.
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CHAPTER FOUR: RESULTS
Introduction
This chapter provides the results of the qualitative and quantitative data analysis
organized by the three study aims. For each section of the results, respondent demographic data
are provided followed by detailed presentation of the results.
Factors influencing children’s intentions to disclose CSA
Characteristics of children participating in FGD
Forty children participated in the FGDs; half (50%) were females and the median age was
12 years. There were between 7 and 12 children in each FGD. In total, four FGDs were
conducted with children who met the eligibility criteria. Children were purposively recruited
with their parent (as dyads) but participated as individuals in separate children’s FGDs (4 FGDs).
This section presents results from the four FGDs with children.
Table 2: Characteristics of children participating in FGDs
Group

Number

Age (range in years) Gender (male/ female)

2

7

11-14

1
3
4

Total

10

10-13

7/3

11

10-14

5/6

40

10-14

12

10-14

3/4
5/7

20/20

Emerging themes from FGDs with Children
Analysis of data from FGDs with children identified nine themes representing factors
influencing children’s intentions to disclose sexual abuse to their parents: (1) discomfort
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discussing sex-related issues with parents, (2) perceived negative and ineffective response from
parents, (3) being doubted and blamed for the abuse, (4) retaliation by the perpetrator, (5)
disclosure creates tension within social relationships, (6) stigma and discrimination following
disclosure, (7) disclosure facilitates access to legal support services, (8) disclosure facilitates
access to health services and information and, (9) disclosure prevents recurrence of sexual abuse.
“Desperate for someone I can comfortably disclose CSA to”—children’s discomfort
discussing sex-related issues with their parents. In general, children expressed being
uncomfortable having sex-related discussions with their parents. Specifically, these perceptions
of discomfort influence whether children feel they can or cannot disclose CSA to their parents.
Comfort to disclose CSA was associated with perceptions about parents’ willingness to listen to
the child’s views, perceptions about parent-child relationship and, fear and lack of courage to
have sex-related conversations with parents.
Parents disinterest in listening to the child’s view emerged as a major feature of parentchild communication about CSA. According to the children, this disinterest in listening to
children’s views is associated with perceptions of parental discomfort in having sex-related
conversations with children and parents’ lack of “understanding”. When children spoke of “lack
of understanding”, they referred to their perceptions about whether parents understand their
children and not whether parent understand sex or CSA.
“Some parents…It depends on the type of parents they are. There are some that
are understanding and then there are some that do not accept what they would
have been told, they will think that it’s a lie or joke.”
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For other children, parents are unwilling to listen to their children because of parents’
intolerance for teen sex. According to these children, knowing that parents do not tolerate any
sex-related activity makes it difficult to disclose CSA to them as illustrated by these two quotes:
“It might be difficult for her [to disclose] because guardian or parent might not
tolerate that so she will fail to tell them.”
“They do not allow their children to do that so if a child reports he/she will be
beaten and they will ask the child why they had gone to that place.”
Similarly, some children associated this discomfort and lack of willingness to listen to
children’s views with perceptions of parent-child relationship. Specifically, children spoke of
“how much their parent loves or cares for them” and whether their parent “has their best interest
at heart” as factors that influence their willingness to disclose. These sentiments were shared
mostly with regard to children being raised by other adult caregivers—such as “aunties” and
“step fathers”—and not biological parents. On the contrary, children who expressed having a
closed relationship with their parents and who felt loved by their parents indicated these
perceptions as facilitators of disclosing CSA.
With regard to fear and lack of courage, children who expressed willingness to disclose
CSA to their parents described themselves as having to overcome fear and to gather courage
needed to have these conversations. For these children, the drive to overcome fear and lack of
courage comes from the understanding that their parents are the “closest people to talk to” and
thus, children should “be comfortable” to disclose CSA to their parents. Besides perceptions of
discomfort discussing sex, children also associated the fear and lack of courage with their
uncertainty about how parents would respond to such disclosure.
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In response to discomfort disclosing CSA to parents, children often spoke about “other
people” they would prefer to disclose to besides their parents. In some cases, children would do
this to gain support in assisted disclosure (to parents) while other times, the “other person”
disclosed to is the ultimate target. Some of the “other persons” mentioned by children include an
auntie, a neighbor and a friend.
“She has to tell her aunt and then her aunt will have to tell her brother and
convince him that this is what has happened to the child so that the child can
feel... The child does not know how her parents will react if she goes to tell
them.”
“They will yell at you and you will end up getting the blame”—children’s fear of being
blamed and doubted. Concerns about whether the victim would be believed emerged as a major
barrier to disclosure. These concerns emerged mainly in discussions describing CSA perpetrated
at the school. According to children, chances are higher a teacher perpetrator would be believed
and the victim’s account would not receive any meaningful attention from parents. For some of
the children, disclosing CSA perpetrated by a teacher is a kin to accusing the teacher of
something that “teachers are incapable of doing” since teachers are “only known to teach”.
Disclosing CSA perpetrated by a teacher is therefore a battle of perceived integrity between the
teacher and the victim. Children indicated that it would be difficult for teachers to be blamed
since their (teachers’) role is considered incongruent with engaging in sexual activity with
students. Moreover, the authority held by teachers over their students make it a daunting
challenge for students to disclose any sexual about perpetrated by teachers:
“It will be hard because they will question if it is possible for a teacher to sexually
abuse you?”
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Related to the expectations of being doubted, children also expressed concerns about
their parents blaming them for the sexual abuse. The blame was presented in two forms—for not
being able to prevent the abuse and, for actually playing a part in instigating the sexual act. In the
former, children spoke of victims being “told off” and “shut down” from discussing the abuse in
ways that shuts down any further communication about the abuse. Some children suggested that
parents expect victims to take responsibility for what happened to them hence the doubts parents
have about children’s account of the abuse. With regard to being instigators of the abuse, some
children spoke of parents raising questions about whether the victim had any role in facilitating
the abuse as illustrated by this quote:
“There are some parents whom when told cannot accept reality, they will ask you
why you agreed and tell you that you should have come home.”
Perceived negative and discouraging response from parents. In many cases children
expressed discomfort in disclosing the abuse to their parents because of expectations of a
negative response from parents. Negative and discouraging response was characterized by direct
discouragement of any action on a disclosed CSA. The cases for which children expected their
parents to discourage reporting were mostly those perpetrated either by the parent themselves, by
another family member, or by a relative. In other cases, children suggested that parents would
discourage taking any action on CSA because of a “deal” they (parents) have with the
perpetrator. These deals included accepting a bribe from the perpetrator in form of money and
accepting the perpetrator’s offer to treat the victim as a form of settlement and forgiving the
perpetrator. In addition, children spoke of other forms of response which in their view only
creates an illusion of action without any meaningful benefit to the child. These include taking the
victim to a traditional healer or to a church for prayers, forgiving the perpetrator and, simply not
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taking any action. As with direct discouragement of disclosure, these forms of “meaningless”
response were associated with cases in which the perpetrator is a neighbor, relative, family
member or a close associate of the parents.
“Some [parents] might tell [you] that since he is a relative they will not take him
to the police or do anything but that they want money…”
“She will be hated and kicked out of class”—expectations of retaliation by the
perpetrator. Retaliation by a CSA perpetrator was reported mainly in the context of schoolrelated CSA—perpetrated mostly by teachers. This retaliation is reportedly inspired by the power
imbalance between a teacher and a student, which largely favors the teacher to the extent that the
teacher has multiple options of punishing a victim of CSA who reports the abuse. Some of the
ways teachers can use this power over a victim include: being kicked out of class, receiving
unfair physical punishment, being unfairly graded in academic work and, facing hatred
demonstrated through harsh words towards the victim. In other cases, the teacher perpetrator can
collude with other students, other teachers or the school head-teacher to impose similar or worse
punishment on the victim. Collusion with the school head-teacher is mostly to facilitate
expulsion of the CSA victim from school. In the extreme case, it was described that a teacher
perpetrator can collude with other teachers to retaliate against a victim even if “he (the
perpetrator) is arrested” or jailed for the abuse.
“If that teacher gets arrested… The teachers get along very well so you might
write an exam and even if you are intelligent, they will make you fail and you will
wonder why you failed yet you are intelligent.”
“It is difficult because if the teacher is the suspect, he might take advantage that
you are a child and he will do something illegal with the school head or with his
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superior. He might tell her that he no longer wants to see her in his class and tell
people not to talk to her because she wants to report him.”
In many other cases, children spoke of scenarios where a teacher perpetrator would
collude with other students to tell lies about the victim or to level counter accusations on the
victim. The aim of such actions is to discredit the victim’s account and invalidate their
accusations against the teacher perpetrator. One statement by a participant crystalizes these fears
of a teacher perpetrator colluding to raise doubts about the credibility of the victim. The two
quotes below illustrate collusion with other teachers and students:
“If the child reports that she has been raped by the school head, she might be
expelled from school. The other children will be told to lie that the child is the one
that was forcing the headmaster because he would have seen that he might be
accused. The child will be expelled from school but she will be innocent and the
headmaster will be guilty.”
“After she is raped by the headmaster, she will go to report to the police and the
headmaster will stay behind and tell the teachers to lie that they were together in
the office the whole time and that the child is lying, she was not raped…”
“Parents are more concerned about destroying their relatives than reporting CSA”—
fears that disclosure will create tension within social relationships. Concerns about negative
effects of disclosure on social relationships and the tension that disclosing CSA would bring to
such relationships emerged as a major consideration that parents make in responding to a
disclosed CSA and thus, influence children’s intentions to disclose CSA to their parents.
Children expressed expectations that their parent would either not take any action or would take
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an ineffective action due to concerns of straining their relationship with the alleged perpetrator.
These concerns were expressed in cases where the perpetrator is a relative, family member,
neighbor and teacher. According to children, if these CSA perpetrators are reported, parents
would be more concerned about the impact of reporting that perpetrator—in such cases, parents
are reportedly more worried about “destroying their relative”, or destroying the relationship with
the perpetrator. Consequently, parents are expected to resort to non-action in response to the
disclosure, or to create an illusion of response such as taking the child to church for prayers.
While many children spoke of social tension as a result of disclosing CSA, some
expressed strong opinions that such concerns should not hinder disclosure. These children felt
that parents should not consider relationships with the perpetrator and should rather report all
CSA perpetrators appropriately.
“I am just an empty tin”—perceived stigma and discrimination following disclosure.
CSA related stigma and discrimination emerged in these discussions through children’s
expectations of how their friends, peers and others around them would treat them after
disclosing, and their beliefs about what it means to be sexually abused. Some children expected
that their friends and peers, particularly at school, would isolate them—“they will lose friends at
school” and “people will begin to refuse to play with them”—upon disclosing a CSA experience.
Children also spoke about expectations of being laughed at and being mocked by friends and
peers because of their CSA experience. Others anticipated feelings of shame upon experiencing
sexual abuse and thus disinterest in disclosing the abuse.
Connected to these feelings of stigma and discrimination, some children reported that an
experience of CSA would lead to their being associated with HIV/AIDS. In addition, some
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children were concerned that if they disclosed CSA they will be stigmatized for having lost their
virginity.
“If it was me, it would be hard because everyone at school will mock me saying
that I am now just an empty tin [I am no longer a virgin].”
“If I disclose and my parents report then the perpetrator will get arrested”—disclosure
facilitates access to legal support services. Many of the children expressed expectations that
disclosing CSA would facilitate their access to legal and other forms of punitive actions against
the perpetrator. Legal action was mainly associated with reporting to the police. Reporting to the
police is expected to facilitate investigations that lead to identifying, arrest and prosecution of the
perpetrator. In a few cases, it was reported that the police can also help shield the victim from
any retaliatory acts by the perpetrator.
A few children also described punitive actions taken against a teacher or a school mate
perpetrator, such as suspension from work and termination of employment (for the teacher
perpetrator) and expulsion from school (for the school mate perpetrator) if the abuse is reported
to the school administration.
“It will be good if she reports to the head [teacher] when she has been raped by a
teacher, and then that teacher gets suspended from work.”
“My parent would rush me to the hospital to get drugs”—disclosure facilitates access
to health services and information. Children spoke of the benefit of getting connected to health
services as a result of disclosing CSA to a parent. These children have expectations that by
disclosing CSA, their parents would take them to the hospital to access health care services with
the aim of preventing diseases associated with sex—they spoke of preventive “HIV”, “diseases”
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and “infections”. In pointing out this benefit, some children also emphasized the need for prompt
and urgent attention to effectively prevent infections.
“I would quickly tell my parents so that I would get urgent medical attention
before being affected by diseases.”
Some children spoke of disclosure to a parent being beneficial because in their view,
parents know what to do and would make the right decision about what action to take in helping
the child prevent diseases. Others also indicated that by disclosing CSA, their parents would be
able to provide them with the information they need about CSA.
“If I disclose, he will not do it to someone else”—disclosure prevents recurrence of
sexual abuse. Children expressed a sense of expectation that disclosing CSA would help prevent
recurrence of the abuse not only for the victim but also for other vulnerable children. In addition,
some children felt that disclosing helps to get others (such as the police) involved to ensure the
child is kept safe from the perpetrator. Others felt that disclosing is a way for the child to signal
that they are not interested in the abuse—to exonerate themselves from any blame for playing a
part in the abuse. A few other children indicated that disclosing CSA is a way to keep the
perpetrator from fulfilling any threats they may have made to the victim and in so doing, to
secure the future of the victim.
“You have to go and report even if the suspect is a relative because if you do not
report, he/she might keep doing it again.”
While preventing recurrent CSA was observed as a positive consequence of disclosure
when CSA is perpetrated by a teacher, a few children felt this can only be so if action is taken
either by transferring the teacher to another school or shielding the victim from the teacher. The
two quotes below exemplify these thoughts:
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“You should feel comfortable to report so that the teacher won’t do it again.”
“It is easy because if the suspect continues to be at that school, he/she might keep
doing it again.”
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Table 3: Factors influencing children’s intentions to disclose sexual abuse to their parents
Name

Discomfort
discussing sexrelated issues with
parents

Being doubted and
blamed

Perceived negative
and discouraging
response from
parents

Expectations of
retaliation by the
perpetrator

Description

Evidence

Being blamed for questioning the
integrity of perpetrator

“It is difficult [to disclose] because if she reports to the
headmaster, she might be accused of lying because teachers don’t
do that, they only teach.”

Disclosure influenced by perceptions of “Some [victims] might fail to tell their parents because those
parent-child relationship and how
parents might start yelling at them…”
parents communicate
“Some might not be able to tell them [their parents]. He/ she will
Children do not disclose/ disclose to
look for another person that they feel comfortable talking to.”
others if they don’t perceive these
“Some might be afraid to tell their parents and will go tell a
qualities in their parents
neighbor.”

Perpetrator colludes with others to
discredit victims account of the abuse

Being blamed by parents for playing a
part in the abuse
Expecting parents would directly
discourage children from reporting
Expecting parents will take nonmeaningful actions e.g. forgiving,
accepting bribe

Perpetrators access to power which
they use to punish and intimidate
victims for reporting

“If you tell them about it they might say, ‘do not tell me crazy
things, am I the one that caused you to be raped?’ you will be
blamed for the issue…”

“If the parent is involved in that deal, when the child reports to the
parent, that parent might say, ‘it does not matter, just let it go’.”
“They [parents] will tell the suspect to go and treat the child and
the issue will be solved, they will liaise.”

“A parent might be bribed with money and will be told not to go
and report the case.”
“If the child has been abused by the headmaster and then the
headmaster will say that the child is lying therefore the school
cannot accommodate him/her because they might accuse all the
teachers of sexually abusing them.”
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Table 3 (continued): Factors influencing children’s intentions to disclose sexual abuse to their parents
Name

Description

Evidence

Fears that disclosure
will create tension
within social
relationships

Expectations that parents response will
be influenced by relationship to
perpetrator

“If is [perpetrator] their relative the parent might say that they will
not destroy their relative, and that they will not go to the police.”

Perceived stigma
and discrimination
following disclosure

Expectations of being isolated and
discriminated by friends and peers
because of the CSA experience

“It will be difficult for a student to report to the police, parents or
the headmaster if he/she was raped by a teacher because they will
be afraid that people will begin to refuse to play with them for
they have been raped and because they are afraid that they will
infect them with AIDS. So it will be difficult for him/her because
they will lose friends at school and people will end up knowing
that he/she was raped.”

Relatives and family members not
likely to be reported

Being associated with HIV/AIDS

Disclosure facilitates Disclosing facilitates access to police
access to legal
services for investigating, arresting and
support services
prosecuting perpetrators
Disclosure facilitates Disclosure facilitates connection to
access to health
health services for preventing HIV
services and
information
Disclosure prevents
recurrence of sexual
abuse.

Disclosing helps shield victims from
further abuse by the perpetrator

“Some [parents] do not go to report to the police because their
child might have been raped by the mother’s brother”

“If she is raped, it helps if she reports to the police and the culprit
gets arrested. It will help her and make her happy that the person
who wronged her will be in jail”
“…we should go [to] the parents because they are the ones that
will use money to take you to the hospital so that you can get
medication to prevent you from contracting HIV/AIDS.”

“I would tell my parents so that the person would be reported to
the police because if the person is not reported he would continue
abusing other children”
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Factors influencing parents intentions to report a disclosed CSA
Characteristics of parents participating in FGDs
A total of four FGDs were conducted with parents (n=40). During recruitment, 9 childparent dyads refused to participate citing reasons such as time constraints, busy schedules and
unavailability during the set dates. Some men said that participating in this type of research was
a women’s thing, so they would rather assign their wives to come and attend, but then their
wives could not attend due to other commitments.
Table 4: Characteristics of parents participating in FGDs
Group

Number

Age (range in years) Gender (male/ female)

2

7

22-54

1
3
4

Total

10

21-49

2/8

11

20-62

2/9

40

20-62

12

20-61

2/5
3/9

9/31

Emerging themes from FGDs with parents
FGDs with parents identified eleven themes representing factors influencing parents’
intentions to report a disclosed CSA: (1) lack of CSA-related information; (2) complexities
related to processes of reporting CSA; (3) need to first investigate before reporting; (4) concerns
about confidentiality and privacy; (5) being blamed; (6) strain on social relationships; (7)
perceived economic cost of reporting a CSA perpetrator; (8) retaliation by the perpetrator; (9)
access to health services and social support; (10) access to legal services; (11) preventing
recurrent abuse.
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“Many parents do not know where CSA services are located”—Lack of CSA-related
information. Parents’ lack of information on key aspects of CSA limits their ability and
preparedness to respond appropriately and on time to disclosed CSA. Across all four FGDs,
participants consistently pointed out that parents lack information about the kinds of services
needed by CSA victims, availability of those services and their location, and the process of
accessing and utilizing those services. In addition, some participants spoke of ignorance of the
laws around CSA and how this ignorance facilitates reluctance to take any legal action; for
example, reporting CSA to the police.
While a few participants spoke of having seen community mobilization and awareness
activities that provide information on CSA, many others advocated for enhanced and accelerated
community education activities to increase awareness about CSA services with the aim of
increasing utilization of those services. Specifically, participants recommended education
through fliers, books and advertisements through radio and television. Besides information on
availability of CSA services, participants also spoke of ignorance of the severity of CSA, the
benefits of CSA-related services and, the need to seek services promptly. According to some
participants, this lack of knowledge about the severity of CSA leads some parents to “taking the
abuse [CSA] lightly” and thus not responding appropriately.
With regard to knowledge about process, it emerged that often times parents depend on
other people’s advice to figure out how to respond to a disclosed CSA because of their lack of
information about what the process involves. While this advice is sometimes sought from
professionals such as a health care worker or the police, there are times when advice from other
community members is relied upon to influence response and reporting of disclosed CSA. The
advice from other community members is not always the right one; for example, some parents
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thinking of reporting CSA are advised by community members against doing so. Participants
also indicated that parents lack information on the cost of CSA-related services; some parents
were reported to shy away from reporting CSA to health care services and the police due to
misinformation about the cost of such services.
In addition, some parents were said to be deliberately uninformed about CSA issues
because they lack a personal or direct experience of CSA. For others, the reason for lack of
information is because many parents carry a heavy burden of caring for their family and ensuring
a decent livelihood under harsh living conditions to the extent that concerns and interest in CSA
is ignored. Consequently, such parents are perceived to be less interested in any CSA related
education and are less likely to respond and report appropriately if CSA is disclosed to them.
On the contrary, participants who expressed positive intentions to report and respond
appropriately to CSA also expressed a deep sense of knowledge and understanding of the legal
provisions and a sense of empowerment to deal with any barriers associated with reporting
signaling the perceived influence of knowledge on response to disclosed CSA.
“In Zimbabwe, it is a crime to rape a child or to sexually abuse a child no matter
what the community says about it or whether they sing about it or whistle. We
will just report. We do not care what they will say about it.”
“The process of reporting takes too long and involves a lot of procedures”—complex
processes for reporting and obtaining help for CSA. Participants spoke of a number of processrelated challenges that they know of or, anticipate to experience if they were to report a disclosed
CSA and how these challenges discourage them from reporting. First, participants spoke of the
cost of health care services that parents may want to access for CSA. According to participants,
specialized CSA services are mostly offered by private facilities that are perceived to be costly.
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In addition, parents spoke of the increased cost of making phone calls and how this hinders
reporting CSA, relative to years back when “there [were] some toll free lines”.
“Some parents will not go because they are expensive for example hospitals such
as [Name of hospital] they say it’s a private hospital so lack of money is what
hinders people from going there.”
Second, distance to a reporting facility was identified as a major barrier to reporting CSA.
Specifically, police stations, hospitals and other organizations providing CSA-related services
were said to be located far away from communities where the parents reside making it costly to
pay bus fare to the facilities. Further, participants spoke of the burden of having to transport two
people—the victim and the parent—to the facility
“I think that if the hospital is closer to where you are as compared to the police,
you will choose to go to the hospital first because you could spend more time
going to the police. So I will not go to the farthest service provider and leave the
one which is close by.”
Third, participants spoke of the long waiting time and the overall long duration it takes to
go through the full cascade of CSA-related services. This challenge was mostly associated with
legal services accessed through the police and was in some cases highlighted as the reason for
choosing to report to the hospital instead of the police. On the contrary, short waiting time and
express services were identified as a motivator to report CSA:
“It is easy because when you get there with a rape case, you will not wait in the
line. Rape cases are attended in a separate clinic there at [Name of hospital], at the
Family Support Unit. When you get there, the doctor will attend to you, you will
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get all the services there. That issue will then be taken to the police and then to the
courts. So I think that it is easy to take the child to a health facility.”
Finally, a number of participants expressed concerns about the complexities of the
processes involved in reporting and accessing CSA-related legal and health services, such as
being asked too many questions, and being required to attend to multiple appointments.
“Some people are afraid and skeptical about the process to say it might take a
long time or might be cumbersome being called at different intervals to report to
their offices and might drag for years and years hence some people might be
afraid of the process such that they will opt not to visit their offices.”
“Parents are afraid if they report everyone will know what happened”—concerns
about confidentiality and privacy. Parents who lack trust that their child’s abuse will be kept
confidential are less likely to report disclosed CSA to the police or health service providers.
Concerns about lack of confidentiality is closely tied to negative connotations and stigma
associated with sexual abuse. Generally, a parent whose child has been sexually abused would
not want other people to know of the abuse due to these negative connotations. In addition,
parents are also concerned that if others know of the abuse then their child would be exposed to
continuing reminders about the experience in a traumatizing way. Other concerns for the victim
related to breach of confidentiality include being laughed at by their friends and peers.
Features of the facilities where CSA is reported were also identified as exacerbating these
concerns for confidentiality. For health facilities that specialize in CSA services, it was reported
that taking your child to such a facility would be an indirect disclosure to everyone that your
child has been sexually abused. Similarly, participants raised concerns about lack of privacy at
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the police station. This lack of privacy was also linked to discomfort in talking about the abuse,
further weakening parents interest in fully disclosing the incident.
“It is difficult because when you go to the police… There is no privacy at the
police station. So when you report, everyone who is in the station that day at that
time will know about it.”
While some participants associated health facilities with greater privacy and
confidentiality compared to the police station, others were concerned that since health service
workers employed at these facilities come from the same communities as the victims, the risk of
breaching confidentiality was high for such health care workers. These two contrasting quotes
highlight this point:
“In my opinion, it is easy to take the child to the health facility because if I go to
the police, they will make the issue public and there could be a neighbor around at
that time. If he/she hears about it they might rush to tell the rapist and then he will
run away.”
“A parent would feel more comfortable if they know that their case will be kept
confidential because we live with most of the health care workers in our
community so a parent would not want to hear her child’s case being publicized.”
While only one participant spoke of stigmatization of a parent of a CSA victim, many
participants described stigmatization and discrimination that victims of CSA face as a result of
reporting the abuse. In some cases, these experiences were associated with unintentional
disclosure of the abuse—breach of confidentiality. Stigma was characterized by victims’ feelings
of shame, “feeling out of place”, “feeling bad about self”, being laughed at by peers and, “being
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demeaned”. Participants also described situations where victims would lose friends and feel
isolated because of their CSA experience. In some cases, participants tied victim’s poor school
performance to these experiences of stigma and discrimination.
“The child might not get any friends at school and it will affect her learning. She
will feel out of place.”
“Parents need to verify that what the child is saying is true before reporting”—delayed
response due to need to investigate the allegation and gather evidence. The need to first
investigate and verify the alleged CSA before taking any action was a dominant theme
representing parents’ hesitation to report a disclosed CSA. According to these participants, it is
important to confirm if the child was truly abused as they claim and to verify what role the child
may have played in facilitating the abuse. With regards to the role of the child, some participants
questioned children’s intentions alleging that in some cases, a child may use the allegation of
sexual abuse simply as a way to justify their desire to get married. Others argued for the need to
verify the child’s allegations on account that “she may have lied” or that “they [child and
perpetrator] may have stayed together”. In sum, these sentiments underscore some parents’
hesitation to respond to a disclosed CSA simply on the account of the victim’s statement.
In addition, it was reported that investigating an alleged CSA would allow the parent to
gather credible evidence about “what really transpired”, an important ingredient for successfully
reporting and obtaining justice for CSA. This initial investigation was said to be useful in
coaching the child to maintain a consistent account of how the abuse unfolded when they do
report to the police. To boost credibility of the allegation, parents also take time to either look for
a witness to the abuse or, to find a third person to whom the child can disclose the abuse in order
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to test the child’s consistency. This quote from one of the parents crystalizes these concerns
about building a strong evidence base before reporting a disclosed CSA:
“…So that the child would [be] taught to maintain the same statement. You have
to make sure that the child was abused for sure otherwise one might just have
attempted rape but didn’t actually rape the child and you would rush to report to
the police as abuse. The police would ask the child to demonstrate what actually
happened and it would be different from what you would have reported… It
would appear as if the police is not doing their duties well.”
It was also reported that sometimes this investigation and verification of alleged CSA is
delegated to others, such as a community health worker. According to participants, one of the
benefits of verifying a disclosed CSA with a community health worker is that they are better
equipped to unearth the truth about an alleged abuse.
“I think that if it is a neighbor or a family member… There are those old women
that move around in the community. If I am not able to go and talk to that person,
or if I am afraid, I can go and talk to those old women and ask them to investigate
the issue first.”
Other participants talked about confronting the alleged perpetrator first to confirm
whether indeed the child was sexually abused before reporting.
“The parent will be blamed for not teaching the child good manners”—being blamed.
In two of the FGDs with parents, participants spoke of concerns of parents being blamed for a
CSA experience affecting their child. One participant described a situation where a parent is
blamed by others in the community for not training their child properly, implying the child
equally bore some responsibility for the abuse and that parental training could have prevented the
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abuse. Another participant in the same group spoke of a real life experience in which a parent
who reported their child’s sexual abuse was accused of telling lies. Parents were also concerned
that reporting CSA perpetrated at the school may result in their child being blamed for any
disciplinary action taken against the teacher perpetrator.
“It will be difficult because they will be saying that you are the one that did not
train your child so you are the one with a problem and that is why those things
happened to the child”
“Reporting CSA will destroy families because people will be divided”—strain on social
relationships. Parents’ considerations about how to respond to a disclosed CSA tended to be
heavily influenced by their relationship with the alleged perpetrator. In this regard, parents
weighed the potential consequences of their response action and the pros- and cons associated
with those consequences on their social relationships. According to participants, parents are less
likely to report CSA cases if the alleged perpetrator is the family’s breadwinner or, is either a
relative or a family member.
With regards to a perpetrator who is a relative or family member, parents were concerned
about straining relationships with the perpetrator and with their extended family. Reporting CSA
involving family members is bound to elicit divisions in the family and as one participant
indicated, “Some [family members] are bound to be on the side of the perpetrator while other
relatives will be on the abused child’s side”. A few parents extended this concern to cases where
the perpetrator is not necessarily a relative or family member but rather a member of the victim’s
community. In such cases, the concern was around straining social relationships with community
members.
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On the contrary, a few participants were of the strong opinion that response to CSA
should not be influenced by a parents’ relationship to the alleged perpetrator. For these
participants, all cases of CSA should be acted upon and the affected child supported to access the
health and legal services needed. These participants uniquely focused on the health and interest
of the child above those of the perpetrator or other community members, expressed an
understanding of the law as it relates to CSA and, demonstrated being knowledgeable about CSA
and its consequences.
“I think that if it is about children, if a child has been sexually abused, the only
solution is to go to the police because nobody wants their child to be abused. You
just have to go to the police whether it is your brother who has abused the child or
if it is someone else. The only solution is to go to the police because no one will
ever admit their crime, so it is better to just go to the police.”
“Reporting CSA leaves the family poorer”—perceived economic cost of reporting a
CSA perpetrator. A number of CSA situations described by participants involved a perpetrator
who is also a “breadwinner” for the victim’s family. This breadwinner was in many cases—but
not always—a family member. In some cases, the perpetrator was said to be closely connected to
the victim’s breadwinner. In both cases, parents are faced with the balance of disrupting their
connection to economic and material support by reporting the sexual abuse, or safeguarding
these connections by choosing not to report as illustrated by this participant:
“Maybe my brother is the breadwinner so if I report him we will starve so it is
difficult to report him though my child would have been abused so I would just
keep quiet about it.”
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According to participants, parents often chose not to report partly due to uncertainties
about how the family would survive with such a turn of events. On the contrary, a perpetrator
who is not known to the family and who has no financial connections with the family was said to
be easy to report.
In addition, some participants indicated that many times the perpetrator is more
economically endowed and has greater networks and connections with powerful individuals. For
such participants, the cost of pursuing justice for the victim would be insurmountable and thus no
use reporting the sexual abuse.
“It becomes difficult if you are poor as compared to the teacher. So you will be
comparing your lifestyles seeing that he has money, you think that you will not
win the case because he will use money to for bribing the courts or whatever. So
you will not be aware that justice has to be observed, that everyone has to be
treated the same. So that is the other thing that makes it difficult.”
“CSA victims are discriminated and treated bad if they report”—Retaliation by perpetrator
Participants spoke of punitive actions targeted at a CSA victim by the perpetrator either
directly or through people close to the perpetrator. According to some participants these forms of
punitive actions are motivated by hatred for a victim who opts to report the abuse and, are
sometimes meant to silence the victim from further reporting the abuse. In addition, one
participant suggested that these acts are meant to be deterrent to the victim from reporting any
abuse targeted at other children:
“They will end up saying that this child will report us if we abuse other children
who are her friends. She could report the issue to the authorities. She will be
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looked down upon and will not be recognized, they will not listen to her. Even if
she gives a contribution in class, they will not be able to accept what she says.”
Besides being discriminated, participants spoke of other forms of retaliatory actions such
as not receiving the same academic tutoring as other students, being threatened with physical
violence and, being kicked out of school or home.
“Parents feel comfortable to report CSA if they know the child will get treatment”—Access to
health services and social support
Reporting CSA to hospitals or other health service facilities was associated with the
benefit of access to screening, prevention and curative health services for sexually transmitted
infections including HIV, pregnancy and other reproductive health problems. In addition, parents
indicated that they would visit a hospital or a health care worker with the aim of getting advice
about the next course of action. Some parents also preferred reporting to a hospital or health care
provider because, compared to the police, they do not expect their child to be asked too many
questions by the health care workers.
“It’s easy [to report to a hospital] because you would just explain what would
have happened and they know what to do and they don’t ask you confusing
questions like what the police do.”
Compared to reporting to a police station, the ability of hospitals to prevent or treat any
infection the child may have been exposed to due to the abuse was considered a major factor
influencing parents to report to hospitals.
“Let’s say a child has been sexually abused, if you go to the police, the culprit
will only get arrested but if you go to these services [hospitals], they will help the
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child to go on treatment [to take ARVs] if he/she has been abused by someone
who is HIV positive.”
One participant however indicated that even in police stations there are officers who are
trained to handle victims of CSA and if approached would be able to guide the parent and their
child in getting the health services needed. Social and emotional support was also mentioned,
albeit by a few participants, as a benefit of reporting CSA to a hospital or health care workers.
“The reason why they are more likely to use such services like [name] is that it
helps that child who has been abused because there are support groups which they
go to. So it helps provide emotional support to that child because abuse can be
very different.”
Finally, a number of participants spoke of the need to seek and obtain health services
promptly upon disclosure of CSA to prevent HIV and other sexually transmitted infections.
“There is that tablet for PEP [post exposure prophylaxis] which can be given to a
child who has been raped within 24hours. If the person who raped her is HIV
positive, she will not be infected with HIV if she gets that treatment. So I think it
is good to rush with the child to the hospital.”
“Parents expect the police to find and arrest the suspect”—Reporting to the police provides
access to legal services
Participants associated reporting CSA to the police with the unique benefit of tracing,
arresting and prosecuting the suspect. The police were said to be good at obtaining confession
from an alleged perpetrator and in building enough evidence to sustain prosecution. A few other
participants also reported that the police was instrumental in guiding victims and their family
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through the best course of action. Others were of the strong opinion that reporting CSA to the
police was a matter of law—that parents were required under the law to report CSA to the police.
Participants who had these positive perceptions indicated the police would be their first point of
reporting a disclosed CSA.
“If the parent does not know of any place where she can get help, she can go to
the police. The police will make all the decisions and tell you how to proceed
from there.”
For other participants, there was need to exercise caution in reporting a disclosed CSA to
the police. Four major concerns were raised by such participants—concerns about the evidence
threshold required by police to proceed on a CSA case, concerns about confidentiality, concerns
about the cost of obtaining justice and corruption within the police force, and concerns about the
complex questioning process CSA victims experience from police. Because of these concerns,
some of these participants felt there was a need to take time to verify the alleged abuse, to gather
the evidence supporting the allegation and to obtain witnesses that can corroborate the child’s
testimony.
“Parents believe that if they don’t report, the abuse will continue happening”—Preventing
recurrent abuse
Participants associated reporting CSA to the police as a major step in protecting the child
from continued sexual abuse. By reporting to the police, participants indicated they expect the
suspect to be identified and arrested and thus to safeguard the child and other children from
further abuse by that perpetrator. On the contrary, perpetrators who were either forgiven or not
reported were expected to continue sexually abusing the child. Similarly, it was reported that
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lack of justice for reported CSA cases can embolden a perpetrator, thus continuing the abuse on
the victim and other children.
“Also, [if you don’t report], that child will always see that teacher so it means that
the abuse will keep occurring. If you forgive him, he will do it again to other
people. He will not stop with this one. He will abuse more people.”
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Table 5: Factors influencing parents’ intentions to report a disclosed CSA
Name

Lack of CSA-related
information hinders
reporting

Complexities and
other process-related
barriers to accessing
CSA services

Concerns about
confidentiality and
privacy

Description

Evidence

Lack of knowledge about
availability, location and
processes involved in
accessing CSA services

“The majority of people do not know about these organizations or where they
are located and how to go about it to get help from these organizations”

High cost of services

“Sometimes people fail to go to the police because of the kind of help that is
offered there. The police might take time before they help you or before they
go to look for the culprit…to arrest him”

Those who have this
knowledge more likely to
report
Long waiting times
Distance

Complex procedural
requirements

Fears of whether the person
reported to will maintain or
breach confidentiality
Exposure to traumatizing
and stigmatizing
experiences

“Yes, if they have adequate knowledge about these services they will use
them but if they do not have knowledge they will not do
anything…information [should be] given out and they [be] properly taught
about what services are offered and where they can be found.”

“Some people are …skeptical about the process…it might be cumbersome
being called at different intervals to their offices”

“If I can talk about my issue in private without it being made public, it helps
me feel comfortable to fully talk about the issue”
“It will be difficult for a parent to report because she will think that if she
goes to report to the police, everyone will then know that her child was
raped”
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Table 5 (continued): Factors influencing parents’ intentions to report a disclosed CSA
Name

Delayed response to CSA
due to need to investigate
the allegation and gather
evidence

Being blamed

Description

Evidence

“I will ensure there is a witness because it won’t be right if I
just rush to the police”

Skepticism about children’s honesty

Need to have a strong evidence base
to support a CSA allegation

“I will [first] look into the matter and see if the child was
abused or if they want to get married…”

Parents blamed for “poor” parenting

CSA victims blamed for any punitive
action taken against perpetrator

Reporting facilitates
Reporting provides access to
access to health and social prevention, screening, treatment for
HIV, STIs and reproductive health,
support services
and counseling services
Reporting facilitates
access to legal services

“There are those old women that move around in the
community. I can go and talk to [them] and ask them to
investigate the issue first”

“It will be difficult because they will be saying that you are the
one that did not train your child so you are the one with a
problem and that is why those things happened to the child”

“…others at school will say that she is the one that caused their
teacher to get arrested. Or they will say that she is not well
mannered…”
“What helps a parent is continuous counselling. The
counselling services offered by these organizations is helpful
in how the parent should proceed with the child’s case”

The police are useful in facilitating
collection of evidence, identification,
arrest and prosecution of perpetrator
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“I will rush my child to the hospital so that she
gets…medication [to] prevent her from getting infected”

“You just have to go to the police whether it is your brother
who has abused the child…the only solution is to go to the
police because no one will ever admit their crime, so it is
better to just go to the police”

Table 5 (continued): Factors influencing parents’ intentions to report a disclosed CSA
Name

Description

Strain on
social
relationships

Reporting CSA destabilizes
relationship with
perpetrator

“It is not easy [to report] because the parent would be straining the teacher-child
relationship”

CSA perpetrator is
sometimes the victim’s and
family’s “breadwinner”

“It is difficult to report if the person who would have done it is the father of the
house and he is the one looking after the family, catering for the needs and the wants
of the family. The fear is that if the case is reported the person may be sentenced to
18 or 20 years in jail and no one will look after the family. So sometimes such cases
are not reported nor talked about”

Perpetrators often have
means to further abuse the
victim

“It [is] difficult because you know that this is your child’s teacher…so you think that
if you report your child will be mistreated”

Reporting
prevents
recurrence of
sexual abuse.

Perceived
economic cost
of reporting a
CSA
perpetrator

Expectations
that the
perpetrator
will retaliate

Reporting helps strengthen
safety of victim and deter
perpetrator from
committing further abuse

Evidence

“If you forgive him, he will do it again to other people. He will not stop with this
one. He will abuse more people”

“It destroys family relationships because people will be divided, some are bound to
If perpetrator is a relative or be on the side of the perpetrator while other relatives will be on the victim’s side”
family member, concerns
for maintaining
relationships outweigh need
to report

Reporting is expected to
lead to severing of links
with this source of
livelihood support

“If you report…and he gets arrested you might start receiving threats from his
Intention of retaliation is to relatives…‘you are going to be in trouble’ ”
discourage further reporting
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Quantitative association of parenting factors and children’s perceived intentions to disclose
CSA
Characteristics of children participating in the survey. A total of 260 children
participated in the audio computer assisted self-interviews (ACASI) (Tables 4 and 5). Mean age
of these children was 10.6 years, range of 9-12 years, and 135 (52%) of the children were male.
Characteristics of missing data. Overall, there was limited instances of missing data. A
few children failed to provide answers to the main outcome measure and questions related to
perceived parenting factors—see tables 6 and 7 below. I conducted logistic regression to test for
association between missing data and the outcome measure [see Appendix H]. Of all exposure
factors, only parental monitoring had a significant association with missing data on perceived
intentions to disclose CSA—respondents who perceived weak parental monitoring were >3 times
more likely to have missing data on intentions to disclose CSA. Since parental monitoring was
positively associated with intentions to disclose CSA, the effect of missing data on perceived
parental monitoring is hypothesized to weaken rather than strengthen the observed association.
Outcome measure and exposure factors. Compared to other parent-child communication
topics, children reported higher mean scores for communication on CSA; mean score for CSA
communication was 1.2 compared to 0.9 for sexual risk reduction and sexuality education.
However, children’s mean scores for perception of other parenting factors were higher than for
parent-child communication; the mean score for parent-child relationship, parental monitoring
and parental responsiveness was 2.6, 2.1 and 1.3 respectively. A higher proportion of children
reported positive intentions to disclose CSA to their parents (208, 80%) (Table 6 and 7).
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Table 6: Sample Characteristics for Continuous Variables (N=260)
Demographic
Factors
Parent-Child
Communication
Scales
Other Parenting
Factors

Variable
Age of child

Child Sexual Abuse
Sexual Risk Reduction
Sexuality Education
Parent-Child Relationship
Parental responsiveness
Parental Monitoring

Mean (SD)
10.6 (1.2)

Missing (%)
0 (0)

1.2 (0.6)
0.9 (0.6)
0.9 (0.7)
2.6 (0.6)
1.3 (0.7)
2.1 (0.8)

27 (10)
18 (7)
27 (10)
20 (8)
20 (8)
25 (9)

Association of parenting factors with children’s perceived intentions to disclose CSA.

As hypothesized, children’s reporting of parent-child communication about CSA and other sexrelated topics was significantly associated with their self-reported intentions to disclose CSA

(Table 6). Children who reported higher scores on parent-child communication about CSA topics
were 5.81 times more likely to indicate a positive intention to disclose CSA (OR=5.81, 95%CI:
2.87, 11.76). Similarly, children who reported higher scores on parent-child communication
about sexual risk-reduction and sexuality education were twice as likely to report positive

intentions to disclose CSA (OR=2.31, 95%CI: 1.28, 4.51 and OR=1.84, 95%CI: 1.02, 3.34
respectively).

Children’s perceptions of other parenting factors were similarly significantly associated

with intentions to disclose CSA. Children with higher scores for their perception of parent-child
relationship were 3 times more likely to report positive intentions to disclose CSA (OR=2.97,

95%CI: 1.73, 5.1). Children with higher scores for their perception of parental monitoring were
twice more likely to report positive intentions to disclose CSA (OR=2.39, 95%CI: 1.55, 3.71).
Finally, children with higher scores for their perception of parental responsiveness were twice
more likely to report positive intentions to disclose CSA (OR=1.9, 95%CI: 1.17, 3.1).
Table 7: Sample Characteristics for Categorical Variables (N=260)
Demographic
Factors
Intentions to
disclose CSA
TC: Target Child

Variable
Gender of child
Male
Female
Yes
No

N (%)

135 (52)
125 (48)
208 (80)
42 (16)
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Missing (%)
0 (0)
10 (4)

Among children’s and parents’ social-demographic factors, only child age was
significantly associated with intentions to disclose CSA. Older children were significantly more
likely to report positive intentions to disclose CSA than younger children (OR=2.2, 95%CI: 1.6,
3.1).
Table 8: Association between parenting factors and children’s intentions to disclose sexual
abuse
Intentions to disclose CSA
OR (95% CI)
p-value
2.2 (1.6, 3.1)
<0.001*

Variable
Age
Child
Gender
Demographic
Female
Factors
Male
Child Sexual Abuse
Parent-Child
Communication Sexual Risk Reduction
Sexuality Education
Parent-Child Relationship
Other
Parental Monitoring
Parenting
Parental responsiveness
Factors
* Significant at α<0.05

ref
1.06 (0.55, 2.06)
5.81 (2.87, 11.76)
2.31 (1.28, 4.51)
1.84 (1.02, 3.34)
2.97 (1.73, 5.1)
2.39 (1.55, 3.71)
1.902 (1.17, 3.09)

0.87
<0.001*
0.005*
0.045*
<0.001*
<0.001*
0.009*

TC: Target Child
Assessment of confounding factors. Table 9 presents results of the potential
confounders’ assessment. A test of interaction between the parenting factors—parent-child
relationship, parental monitoring, parent-child communication about sexual risk reduction,
sexuality education and CSA—did not find any significant interaction. Confounding was then
assessed using the 10% rule, with the assumption of no causal relationship between each of the
parenting factors. Only three potential confounders passed the 10% rule; resulted in a >10%
change in the crude OR of the association between parent-child communication about CSA with
intentions to disclose CSA. Parental responsiveness (a measure of perceived parental readiness to
provide sex-related information to children) resulted in the largest percentage change in the OR
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(23%), followed by child age (22%) and perceived parent-child relationship (14%).
Consequently, these three potential confounders were included in the multiple regressions
analysis step.
Table 9: Assessment of potential confounders
Communication about CSA
Communication about CSA and child age
Communication about CSA and child gender
Communication about CSA and parent-child relationship
Communication about CSA and parental monitoring
Communication about CSA and parental responsiveness
Communication about CSA and about SRR
Communication about CSA and about SE
*
>10% difference in OR

OR (95% CI)
10% Rule
5.81 (2.87, 11.76)
ref
4.51 (2.16, 9.41)
0.22*
5.83 (2.87, 11.81)
0.00
4.99 (2.39, 10.39)
0.14*
4.48 (2.07, 9.69)
0.23*
5.33 (2.46, 11.54)
0.08
5.69 (2.43, 13.3)
0.02
5.84 (2.56, 13.33)
0.01

TC: Target Child
SRR: Sexual Risk Reduction
SE: Sex Education
Multiple regression analysis adjusting for confounding factors. Table 8 presents
findings of the three models representing the associations between parent-child communication
about CSA with intentions to disclose CSA after adjusting for potential confounders.
Model 1: Adjusting for child age. In the first model, children with higher scores of
parent-child communication about CSA were 4 times more likely to report positive intentions to
disclose CSA than those with lower scores (OR=4.51, 95%CI: 2.16, 9.41) after adjusting for
child age. In this model, older children were significantly more likely to report positive
intentions to disclose CSA than younger children (OR=1.71, 95%CI: 1.18, 2.48).
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Model 2: Adjusting for child age and perceived parent-child relationship. In addition to
child age, model 2 adjusts for a measure of perceived parent-child relationship. After this
adjustment, children with higher scores of parent-child communication about CSA were 4 times
more likely to report positive intentions to disclose CSA (OR=3.99, 95%CI: 1.88, 8.47). In
addition, older children and children with higher scores of perceived parent-child relationship
were significantly more likely to report positive intentions to disclose CSA (OR=1.65, 95%CI:
1.12, 2.41 and OR=1.78 95%CI: 0.97, 3.24 respectively).
Model 3: Adjusting for child age, perceived parent-child relationship and parental
monitoring. The final model (model 3) adjusts for child age, perceived parent-child relationship
and parental monitoring. This model represents a fully adjusted model since all confounders have
been adjusted. Children with higher scores on parent-child communication about CSA were 3
times more likely to report a positive intention to disclose CSA (OR=3.37, 95%CI: 1.5, 7.56)
after adjusting for child age and all confounding factors measured. Older children were
significantly more likely to report positive intentions to disclose CSA (OR=1.67, 95%CI: 1.11,
2.53). There was no significant association between perceived parent-child relationship and
parental monitoring with intentions to disclose CSA in this model (OR=1.71, 95%CI: 0.97, 3.31
and OR=1.47, 95%CI: 0.88, 2.45 respectively). In addition, this final model fit the data well as
shown by the Hosmer–Lemeshow Goodness-of-Fit Test, (χ2(8) = 3.62, p=0.89).
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Table 10: Association of parent factors with intentions to disclose CSA, adjusted for
confounders
Communication about CSA
Child age

Perceived P-C relationship
Parental monitoring

Hosmer and Lemeshow Test

π Adjusted for child age

Model 1π
4.51 (2.16, 9.41)*

1.71 (1.18, 2.48) *

Model 2¥
3.99 (1.88, 8.47) *
1.65 (1.12, 2.41) *

1.78 (0.97, 3.24) **

Model 3β
3.37 (1.5, 7.56) *

1.67 (1.11, 2.53) *

1.71 (0.87, 3.34) **
1.47 (0.88, 2.45)

χ2(8) = 7.92, p=0.52 χ2(8) = 6.92, p=0.55 χ2(8) = 3.62, p=0.89

¥ Adjusted for child age and perceived parent-child relationship
β Adjusted for child age, perceived parent-child relationship and perceived parental
responsiveness
* Significant at α=0.05
** Significant at α=0.10
P-C: Parent-Child

Similarities and differences in children’s and parents’ characterization of CSA disclosure
and reporting
Introduction
Children and parents were asked questions about their intentions to disclose or report
CSA in separate FGDs—eight FGDs in total, four with children and four with parents. The
second phase of analysis of these FGD data applied content comparison to examine differences
and similarities between the emerging themes from the two sets of FGDs. Overall, there was
marked consistency in themes emerging from the two sets of FGDs explaining factors
influencing CSA disclosure and reporting. Three themes—access to health services, access to
legal services and recurrent sexual abuse—emerged from both parents’ and children’s groups
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with minor content differences. Some notable differences were observed in children’s and
parents’ descriptions of perceived negative consequences. However, greater divergence emerged
in children’s and parents’ account of barriers associated with communication about CSA. Below,
I describe four ways in which these similarities and differences emerged: (1) disclosing and
reporting CSA is perceived to be beneficial in facilitating access to important services; (2)
disclosing and reporting CSA poses risk of re-victimization for victims and their families; (3)
parent-child communication and relationship factors play a role in influencing disclosure and
reporting among children and parents and; and (4) the role of social relationships in influencing
disclosure and reporting.
Disclosing and reporting CSA is beneficial in facilitating access to important support
services.
In general, there were similarities in content related to three themes—access to health
services, access to legal services and recurrent sexual abuse. The similarities and some minor
differences are presented below under two categories: access to health, information, legal and
social support services and; prevention of recurrent CSA.
Access to health, information, social support and legal services. While both children’s
and parents’ groups agreed on the kinds of health services that disclosure and reporting of CSA
can facilitate access to, there were differences in the ways the two sets of FGDs characterized
social and emotional support arising from disclosure and reporting of CSA. First, while children
spoke of social support in the context of assisted disclosure—getting help from a friend or close
relative to disclose to the parent—parents’ groups mainly spoke of emotional support through
counseling that is accessible at health facilities. In addition, while children generally expressed
positive support for assisted disclosure, there were mixed feelings in parents’ groups about the
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kind of support expected from community members with regards to reporting disclosed CSA.
Some parents expressed optimism that community members would be supportive of reporting
CSA perpetrators while others felt this support would be dependent on who the perpetrator is,
and that in some cases the parent may face backlash for reporting. Both sets of FGDs
emphasized the need to access post-CSA health services promptly. Children described the
urgency of health services post CSA using words and phrases such as: “urgent medical
attention”; “rushed to the hospital”; “without wasting time”; “within 72 hours”. Parents on the
other hand mentioned timelines ranging from “24 hours” to “72 hours” and general phrases such
as “without delay”.
Second, it is worth pointing out that both sets of FGDs reported that disclosing and
reporting CSA would facilitate access to information. Children expect that disclosing CSA to
their parents would create an opportunity for parents to educate them on CSA. Parents on the
other hand expect that by reporting CSA they would have access to information on the right
response action to take.
With regard to content, parents spoke exclusively about legal support obtained from
reporting CSA to the police—tracing, arresting and prosecuting alleged CSA perpetrator. In
addition to mentioning similar outcomes of reporting CSA to the police, children also spoke of
the benefits of disclosing and reporting CSA perpetrated by teachers to the school administration
with the expectation that the perpetrator would be transferred, suspended or terminated from
employment. While some participants in the parents’ FGD groups were skeptical about obtaining
justice by reporting to the police citing concerns about the evidence threshold, confidentiality,
cost, corruption, and the complex procedures involved, children overall did not express negative
perceptions about reporting to the police. In addition, parents groups referenced legal provisions
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in justifying reporting to the police, an indication of parents’ relative knowledge of the laws
governing CSA. Speaking about the need to report CSA perpetrators, one participant said:
“A father must know the law therefore he [the perpetrator] has to be reported,
rape is rape whether it’s from outside or from a family member.”
Preventing recurrence of CSA. The expectation that disclosing or reporting CSA would
lead to a stop in the abuse was mentioned in three of children’s FGDs and three of parents FGDs.
However, children had higher coding reference frequency than parents (10 versus 8). One
difference observed across the two groups is that while children spoke of disclosing to prevent
recurrence of CSA in general, parents were mostly concerned with recurrent CSA perpetrated by
a family member or relative as a result of non-disclosure and non-reporting. More importantly,
both sets of groups emphasized the benefit of disclosure and reporting in protecting the victim
from any further exposure to the perpetrator.
Disclosing and reporting CSA poses risk of re-victimization for victims and their families
In both sets of FGD groups, concerns about re-victimization—situations in which a CSA
victim and/ or their family experiences some form of retaliatory and punitive actions—emerged
as a major barrier to disclosure and reporting of CSA. Three forms of re-victimization and the
similarities across children’s and parents’ FGD groups are discussed: (1) by the victim’s family,
relatives and community; (2) by the perpetrator and their associates and; (3) re-victimization by
friends, peers and others in the form of stigma and discrimination.
Re-victimization by family members, relatives and community. Children spoke about
fears of being kicked out of their family home and being disowned by their parents as a result of
being blamed for their CSA experience. Children associated this kind of re-victimization with
parents’ lack of understanding and moralistic values around sexuality. With regards to moral
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values, children spoke of parents whom they perceived as against children’s involvement in
sexual activity of any kind and are as such not willing to engage in any conversation even if that
means talking about a child’s sexual abuse experience. The situation was expected to be much
worse for a CSA victim who happened to get pregnant, reflecting perceptions of parents’
disapproval of teen pregnancy.
“Some might say that it is not easy to talk about it because you could be chased
away from home to go to the person responsible for the pregnancy.”
Some participants connected these negative responses from a victim’s family with stigma
that surrounds sexual abuse and other sex-related matters. In so doing, participants used phrases
such as “silly issues”, “stupid things” to describe ways in which parents would think about
sexual abuse and not want to be associated with it.
“Some might tell you to pack up all your belongings and that they no longer want
to see you because you are telling them silly issues.”
Similar re-victimization response is expected in cases where the parent is perceived to
have been involved either as a direct perpetrator or as an associate of the perpetrator. In addition,
children who do not have a good relationship with their parent, those who are not liked by their
parent are likely to suffer this kind of re-victimization. When these responses were mentioned,
they were often in the context of a child who does not live with their biological parent.
Surprisingly, re-victimization by a victim’s family featured only in one reference across
the four parent FGDs. This one parent indicated that a child may be chased away from home
because their parent reported a CSA perpetrator, a sentiment that mirrors what several children
characterized as re-victimization by family members. For illustration, a corresponding quote
from the children’s FGDs is included alongside the single quote from the parents’ FGDs:
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“Usually, [parents] fail to report to the police… because when that child comes
back, he or she will not have any place to stay. They will tell her to go and live at
the police just because she went to report… So they [parent] will see that it is
better to negotiate with that person [perpetrator] so that the child can keep living
at that house. So the issue will be shoved under the carpet.”
“I want to say that a child might not be living with his/her parents or it could be a
father who does not like this child. Like what number four said that the child will
be afraid that he/ she might be chased away from home”
Contrary to children’s FGD groups, parents spoke more about re-victimization by other
relatives and the community. Specifically, parents spoke of fears of being labelled a liar and
being blamed for causing social disharmony by reporting a CSA perpetrator. Parents shared
specific examples in which a mother is chased away from the community by relatives because of
being blamed for reporting a family perpetrator as this quote illustrates.
“I would like to give an example of a man from our neighborhood, he raped a
child who lived at their house. The parent went to report and that man was
sentenced to 25 years in prison. The parent tried to go and withdraw that case but
it was now impossible. The relatives were now telling her to go and withdraw the
case so that the man could be released but the officials at the courts said that could
not be possible. So that woman could not keep staying at that house because she
was chased away by the other relatives and now she is struggling”
Re-victimization by perpetrator and their associates. Fears of direct and indirect
retaliation by a perpetrator dominated children’s characterization of negative consequences of
102

disclosing CSA. This theme was coded across all four children’s FGD groups and scored the
second highest coding reference frequency (23). On the contrary, while a similar theme emerged
and was coded across all four parents’ FGD groups, only seven references were coded.
Children spoke of this kind of re-victimization mostly in the context of teacherperpetrated CSA. They feared that a CSA victim who reports is likely to suffer retaliatory
consequences such as physical abuse and “academic re-victimization”. Physical abuse includes
being beaten and other forms of disproportionate punishment for mistakes as this quote
illustrates.
“If a child makes a small mistake that doesn’t even warrant any beating, that child
will be beaten severely.”
“Academic re-victimization” included unfair treatment with tests and other academic
work. For instance, some participants reported that a CSA victim who reports a teacher could be
ignored even when they have a contribution to make in class. Other forms of academic revictimization include not marking the victim’s work, giving the victim unfair grades and
deliberately failing the victim in tests and class assignments. In addition, children reported that in
some cases the victim could be expelled from school as a result of being blamed or have lies told
about them.
Similar retaliatory acts by a perpetrator were mentioned by parents’ groups, only in less
frequency. Specifically, parents spoke of hatred for a CSA victim as a major driving factor for
these retaliatory acts. Parents, in stronger terms, associated reporting of CSA to the protection of
children against such retaliatory acts. An important consistency across the two sets of FGD
groups was the characterization of collusion between a perpetrator and their associates.
Children’s characterization of this collusion was conspicuously more pronounced, including a
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sense of powerlessness to do anything about it. As one participant in the children’s FGD group
explained, a teacher perpetrator could possibly collude with their colleagues to re-victimize the
child even while he (perpetrator) is in prison.
Finally, parents’ groups uniquely described economic re-victimization that results from
reporting a perpetrator who is also the “breadwinner” for the victim and/ or their family. Besides
the term breadwinner, participants described this type of perpetrator using terms and phrases
such as “the father of the house”, “one looking after the family”, someone “who has been giving
you money”, the person “buying school uniforms [for the child]” and, “the one who takes this
child to school”. In addition, economic re-victimization manifests in the pursuit of justice against
a perpetrator who is better off financially than the victim’s family. Reporting such a perpetrator
was expected to result in worsening the family’s living conditions. The only reference to
economic burden of disclosure among children was this one:
“Let’s say your father rapes you and then you go and tell your mother thinking
that she will go and report about it to the police. Your mother will then say, “If
your father gets arrested, we will end up starving so do not go to report”. In that
case, you can tell your relative about it in private.”
Re-victimization by friends, peers and others in the form of stigma and discrimination.
Stigma emerged as a determinant of disclosure and reporting of CSA in 3 of children’s and 3 of
parents’ FGD groups. There was general similarity in the content referencing stigma; both
children and parents used these words and phrases that referenced stigma: “feeling ashamed”,
“being laughed at” by others, “losing friends” and being “talked about” negatively. In addition,
children’s groups spoke about “being embarrassed” being associated with HIV and AIDS, and
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“being mocked”. As a form of re-victimization, both children’s and parents’ groups spoke of the
trauma and emotional pain that victims go through as a result of these stigmatizing experiences.
While parents spoke mostly about confidentiality and privacy, and how a breach in these
could expose victims to stigmatization, children spoke mostly of stigma associated with negative
connotations of CSA—association of CSA and HIV/AIDS and loss of virginity. Moreover, while
children associated these stigmatizing experiences to disclosure of the CSA experience, they
rarely directly referenced breach of confidentiality. Specifically, only two references attributed
stigma to breach of confidentiality; in both cases, the confidentiality is breached by a parent who
is perceived to be involved in the abuse.
Parent-child communication and relationship factors play a role in influencing disclosure
and reporting
While manifestly different across FGD groups, issues of trust and comfort emerged as
significant factors affecting communication and thus disclosure and reporting of CSA. While
children’s FGD groups spoke in depth about discomfort taking to their parents about sex-related
issues, parents described challenges communicating a disclosed case of CSA to the police and
health care workers. For children, discomfort arises from their perception of parents moralistic
values around sex in general. These perceptions of high moral values around teen-sexuality
translates to children’s expectations that parents would blame them if they reported a CSA
experience. Parent-child communication is also affected by children’s perceptions that parents do
not understand them, illustrated by their expectations that parents will not listen to them and will
not believe them. However, a number of children indicated that they wished they could gain the
courage to overcome these negative perceptions and to talk to their parents and, that parents
could gain understanding and communicate better with them.
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Another striking feature of children’s and parent’s characterization of communication is
the fact that while children directly expressed expectations that parents would doubt them if they
disclosed CSA, parents described a need to investigate and verify children’s allegations of CSA
for the reason that children sometimes lie. These two themes strengthen the idea that parent-child
communication is not founded on trust and understanding. In addition, children reported poor
communication characteristics such as being yelled at as barriers to disclosing CSA to their
parents. In contrast, parents spoke of “too many questions” that they and their children are
exposed to by the police if they choose to report CSA. Just as parents with this perceptions of the
police resort to reporting to the hospital instead, children who perceive their parents as not
understanding or not communicating well resort to not disclosing the abuse or disclosing to
someone else other than the parent.
Finally, parents identified lack of knowledge as a major barrier to reporting disclosed
CSA. While this theme did not directly emerge from the FGDs with children, children’s FGD
groups gave indications of their limited CSA knowledge by suggesting that disclosing to a parent
would facilitate their access to CSA education by the parent. In addition, while parents spoke of
process related challenges of reporting CSA, children spoke of the challenges of having CSA
conversations with their parents. Both of these issues address communication-related barriers.
However, while children spoke at length about the difficulties communicating with their parents
about sexual abuse and other sex-related topics, only two parents referenced these challenges,
albeit indirectly—by pointing out that children would prefer to have these conversations with
their friends and, that children are reluctant to talk to their parents.
“If she has any close friends, she can tell them and trust that they will not say out
that this is what has happened to her. She can tell her friends.”
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“I would like to say that because of the TV that the children are watching
nowadays, [the child] will not report if she gets abused, as if everything is well
with her. She will hate you if you ask her about it.”
The role of social relationships in influencing disclosure and reporting
In both sets of FGD groups, it was described that reporting CSA perpetrated by family
members and relatives would be difficult for parents. Children’s groups included “a neighbor”
and “a teacher” in their listing of social relationships for which they perceive parents would have
a hard time reporting. In both sets of FGD groups, there were contrary opinions in favor of
ignoring these concerns around straining social relationships and reporting all CSA cases
irrespective of the perpetrator. Children with such strong opinions expressed them more as a
wish rather than a likelihood. Parents who expressed similar opinions were likely to also express
a strong sense of knowledge of CSA, the legal provisions around reporting CSA and, the ability
to focus on the interest of the child above all other interests.
Another important difference in the description of these social relationships and their
impact on parental response is that children went a step further than parents, by talking in details
about alternative ways they expect parents to respond when faced with these kinds of
perpetrators. These include non-response, such as “doing nothing about it”, or responding in
ways that give the illusion of response but don’t amount to much e.g. “taking the child [to
church] for prayers”.
Quantitative comparison of children’s and parents’ perception of parenting factors
A comparison of parents’ and children’s responses showed marked variation in
proportions reporting having had conversations about CSA related topics. Among children, the
proportion responding yes to indicate communication with their parents about a list of 11 CSA107

related topics ranged from 57% to 84%. According to children, parents mostly communicate
about “asking for permission when going out” (84%), “trusting your gut when something doesn’t
feel right” (77%) and assurance that the child would be believed if they disclosed CSA (76%).
Parents on the other hand rated their previous communication about CSA-related topics within a
range of 77% to 99%. Nearly all parents (99%) reported that they had communicated about
children’s worries about a grown up touching or asking to touch or see their private parts.
Similarly, the mean score for children’s reporting of CSA communication with their parents was
0.83 compared to a mean score of 1.22 among parents. This difference in mean was statistically
significant at α=0.05; t (228) = 8.476, p<0.001. Using Chi-square tests, I found significant
differences across seven of the ten CSA-related topics (Table 11).
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Table 11: Parent-child communication about sexual abuse topics
Ask for permission before going out
Disclose when told to keep secret
Disclose when threatened
Disclose when offered a gift
Disclose when touched
Disclose when something scares
Parent will believe child
Parent will not be angry
Parent will not blame child for CSA
Disclose when their gut feels
something is not right
* Significant at α=0.05

# Yes

217
147
156
181
153
184
197
179
176

% Yes
83.5
56.5
60.0
69.6
58.8
70.8
75.8
68.8
67.7

# Yes
244
208
201
200
207
209
219
217
200

% Yes
93.8
80.0
77.3
76.9
79.6
80.4
84.2
83.5
76.9

Difference
10.4
23.5
17.3
7.3
20.8
9.6
8.5
14.6
9.2

p-value
0.002*
<0.001*
<0.001*
0.268
<0.001*
0.034*
0.075
0.002*
0.123

201

77.3

213

81.9

4.6

0.373
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Table 12: Content comparison of findings across children’s and parents’ FGDs
Sources
(References)

Name
Benefits of disclosing
and reporting CSA

Children Parents

Access to legal support
services

4 (18)

4 (21)

Access to health services
and information

4 (9)

4 (27)

Preventing recurrence of
sexual abuse

4 (10)

3 (8)

Re-victimization as a
negative consequence

Agreement on benefit of reporting CSA to police for legal action and to health
facilities for screening, preventive and curative services.
Children considered assisted disclosure from friends and close relatives an
important form of social support while parents talked about emotional support
to deal with CSA
Agreement that disclosure and reporting facilitates protection of victim from
further exposure to perpetrator
Parents most concerned with reporting to prevent recurrence of CSA
perpetrated by family and relatives

Retaliation by perpetrator

4(23)

4 (7)

Stigma and
discrimination

3 (7)

NI

NI

4 (12)

Economic cost of
reporting

Description (similarities and differences)

While there was agreement on retaliatory acts by a perpetrator, children also
spoke in details about retaliation perpetrated by their family members
Uniquely reported by children in relation to associations of CSA with HIV,
losing virginity and, being mocked, laughed at and isolated by friends

Uniquely reported by parents as a concern that reporting CSA will negatively
affect the family economically if perpetrator is the breadwinner
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Table 12 (continued): Content comparison of findings across children’s and parents’ FGDs
Sources
(References)

Name
Barriers to CSA
communication

Description (similarities and differences)

Children Parents

Discomfort discussing
sex-related issues with
parents

4 (36)

Lack of CSA-related
information hinders
reporting

NI

Complexities and other
process-related barriers to
accessing CSA services

NI

4 (23)

Concerns about
confidentiality and
privacy

NI

4 (18)

NI

4 (26)

Children spoke about factors influencing their (and perceived parents’)
discomfort discussing CSA

While parents did not directly talk about this, they talked about process related
challenges of reporting CSA, e.g. being asked too many questions

Parents expressed lack of knowledge about availability, location and processes
involved in accessing CSA services as a barrier to response
Children on the other hand only described access to information as a benefit
of disclosing CSA to their parents

Parents uniquely described challenges such as cost, location and other
complexities of the processes involved in accessing CSA services. While not
directly related, these thoughts mirror children’s barriers to communication
CSA with their parents
Only two children made references that indirectly referenced confidentiality.
Parents on the other hand expressed concerns about their child’s CSA
experiences getting known by others
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Table 12 (continued): Content comparison of findings across children’s and parents’ FGDs
Sources
(References)

Name
Barriers to CSA
communication

Description (similarities and differences)

Children Parents

Delayed response to CSA
due to need to investigate
the allegation and gather
evidence

NI

4 (15)

Parents’ interest in investigating CSA allegations before reporting is closely
related to children’s perceptions that parents will doubt and blame CSA
victims

3 (14)

2 (5)

Perceived negative and
discouraging response
from parents

3 (12)

NI

While children described ways in which parents blame them for having
experienced CSA, parents spoke of how perpetrators blame CSA victims

4 (9)

4 (27)

Being blamed and
doubted

Role of social
relationships

Strain and tension within
social relationships
NI: Not included

While not directly matched, children’s expressions of negative responses from
parents (e.g. being yelled at) is related to parents’ demand for consistent
testimony from children and their need to investigate and verify children’s
allegations is related to

Children and parents were in agreement that perceptions of the relationship
with a perpetrator and the value accorded to that relationship strongly
influences how parents respond to disclosed CSA
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CHAPTER FIVE: DISCUSSION
Introduction
This chapter presents a summary of the findings from this dissertation study, a discussion
of the findings in relation to extant literature, and public health implications of the findings.
Factors influencing children’s intentions to disclose CSA
Nine themes emerged from FGDs with children highlighting factors perceived as
influencing children’s intentions to disclose CSA. Three of these emerging themes—discomfort
discussing sex-related issues with parents, being doubted and blamed and, perceived negative
and discouraging response from parents—relate directly to parenting factors and their influence
on perceived intentions to disclose CSA. Of the remaining emerging themes, three—expectations
of retaliation by the perpetrator, fears that disclosure will create tension within social
relationships and, perceived stigma and discrimination—highlight negative consequences of
disclosing CSA in the form of “re-victimization” and, three—disclosure facilitates access to legal
support services, disclosure facilitates access to health services and information and, disclosure
prevents recurrence of sexual abuse—highlight perceptions of benefits of disclosure.
Parent-child communication, parent-child relationship and their perceived influence on
CSA disclosure
Children participating in FGDs perceived parent-child communication as influential in
determining intentions to disclose CSA. Findings suggest that perceptions of poor parent-child
relationship and poor parent-child communication are influenced by social norms and relational
factors such as mistrust and cultural beliefs that have traditionally restricted parent-child
communication about sex (Poulsen, Miller, et al., 2010). Consequently, as findings suggest,
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children may be inclined to withhold or delay CSA disclosure, or to find alternative routes of
indirect disclosure to their parents. This general discomfort around parent-child communication
about sex-related topics has been identified as a negative influence on CSA disclosure by two
recently published studies that focused on CSA disclosure in Nigeria and South Africa (Adeosun,
2015; Mathews, Hendricks, & Abrahams, 2016) and other studies that focus on sex-related
communication in general (Abdallah, Magata, & Sylvester, 2017). Findings from this
dissertation study support earlier characterization of parent-child discussions of sex-related
topics as taboo and the expectations that sex is a forbidden topic that children should not talk to
their parents about (Abdallah et al., 2017; Bastien et al., 2011; Mathews et al., 2016; Poulsen,
Miller, et al., 2010). Further, such cultural and social expectations may limit children’s ability to
voice their sex-related experiences, due to limitations in language and the association of such
discussions with disrespect (Abdallah et al., 2017).
In addition, children reported expecting parents to deliberately ignore responding to them
or, on the flip side, to yell and scold them in response to disclosed CSA. Non-response or harsh
response from parents may be a manifestation of “intergenerational trauma”—parents’ own
undisclosed traumatic sexual abuse experiences. This intergenerational trauma may explain
parents’ anger and tendency to blame the victim when disclosed to (Alaggia & Turton, 2005;
Mathews et al., 2016; van Toledo & Seymour, 2016). Based on general prevalence of sexual
violence in Zimbabwe (UNAIDS, 2016), it is conceivable that a significant proportion of parents
in this community are themselves survivors of various forms of sexual violence and are thus
victims of unresolved traumatic experiences. In addition, poor and ineffective response to CSA
disclosure is consistent with how parent-child communication around general sex-related topics
has been characterized by previous studies; such communication consists primarily of angry
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rebukes, warning, messages laced with fear and threats. In the context of communication about
general sex-related topics, poor communication may be a symptom of parents’ need to scare
children away from engaging in sexual activity (Kajula, Sheon, Vries, Kaaya, & Aaro, 2014; Seif
& Kohi, 2014). Poor communication may also signify parents’ lack of knowledge about how to
respond to disclosed CSA and the social stigma associated with CSA. This perspective is partly
supported by findings from FGDs with parents in this dissertation study which suggest that lack
of CSA-related information is a major barrier to parents’ effective communication about
disclosed CSA. In summary, findings suggest that perceptions of poor communication in
response to disclosed CSA may discourage children from engaging parents in CSA-related
conversations and from disclosing any CSA experience.
Other parent-child communication and relationship dynamics such as children’s
discomfort talking to their parents and children’s perception that parents are either distrustful,
disinterested or intolerant of sex-related conversations with children also emerged from this
study. Perceived parental discomfort and disinterest may result from sex-related social taboos,
cultural expectations (Harper et al., 2014; Poulsen, Miller, et al., 2010) and, emotional trauma
that parents may experiences upon disclosure of CSA (Masilo & Davhana-Maselesele, 2016).
Findings from this study indicate that perceived parental discomfort, distrust and disinterest may
influence children to delay or to avoid disclosing CSA altogether, and if they do disclose, they
are likely to disclose to someone they trust. Often times, this trusted person is not the primary
caregiver but rather someone else such as a close friend or relative that a child feels comfortable
disclosing to and that they hope would support them in disclosing to the primary caregiver
(Mathews et al., 2016). Other studies of parent-child communication about general sex-related
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topics have found a similar pattern—children prefer talking to others about sex-related topics
besides their parents (Kajula et al., 2014).
This preference for mediated disclosure is also influenced by expectations of a negative
response from the primary caregiver. Children’s fears of being yelled at, doubted, blamed and
sometimes punished for their CSA experience, even when they have been abducted by a
perpetrator and, when they are physically incapable of resisting the abuse, are an inherent feature
of parent-child relationship and characteristic of strict and punitive culture of parenting.
Moreover, these expectations strengthen the notion that CSA disclosure to parents is a dynamic
process and explains why sometimes the process involves engagement of trusted confidants to
assist disclosure to the primary caregiver (Mathews et al., 2016; Reitsema & Grietens, 2016).
These findings strengthen the hypothesis that an improved parent-child relationship may be
beneficial in improving CSA disclosure and support the view that a positive response to CSA
disclosure may be beneficial to victims’ healing and recovery from the sexual trauma associated
with CSA (Alaggia & Turton, 2005; Gries et al., 2000).
Children’s expectations to be blamed and doubted if they disclose CSA is reinforced by
previous studies conducted among CSA victims and by findings from parents in this study who
reported that they would need to verify children’s allegations of CSA before taking any response
action (discussed later). Victims from Nigeria and South Africa with a mean age of 15.8 years
reported that they were blamed for their suggestive dressing and other enticing behaviors, which
their parents attributed to their CSA experience (Adeosun, 2015; Mathews et al., 2016).
However, this dissertation study identifies a broader range of issues for which CSA victims are
perceived to be blamed. Specifically, children in this study expect their parents to blame them for
availing themselves at the scene of the abuse, for not successfully resisting the abuse and for
116

using the abuse as a means to facilitate their marriage. Expectations of being blamed and doubted
may also contribute to children’s discomfort in disclosing or discussing CSA-related topics with
their parents as it does with regard to general sex-related topics in which children have reported
fearing that by talking about these topics, their parents will think of them as being sexually active
(Seif & Kohi, 2014). More importantly, the consistency between children’s and parents’ FGDs
with regard to concerns about being blamed and doubted point to a larger social factor that seeks
to blame the victim as opposed to the perpetrator of sexual violence.
Other perceived determinants of children’s intentions to disclose CSA
Besides parenting factors which were the primary interest of this study, analysis of FGD
data identified other factors perceived to influence children’s intentions to disclose CSA.
Re-victimization as a negative consequence and barrier to CSA disclosure. The term
“re-victimization” is used in this study to reference situations in which victims and/ or their
family experience either threats of, or actual retaliatory and punitive actions as a result of
disclosing or reporting CSA. While this term was not directly used by FGD participants, it serves
best to summarize the themes that emerged across discussion groups around negative
consequences of disclosure and reporting CSA. Re-victimization crystalizes the idea that CSA
victims would suffer further abuse and punishment on the basis of their decision to take action
upon the initial abuse. Findings from FGDs with children identified perceptions of physical,
social and psychological re-victimization that emanates from the perpetrators and, the victim’s
family and social networks. These experiences may serve to further isolate the victim, limit their
ability to disclose and express their experiences and exacerbate the effect of the trauma
associated with the abuse.
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Previous studies show that CSA victims were more likely to experience threats targeted
at them and their families if the perpetrator is a family member compared to a stranger
perpetrator (Mathews et al., 2016). Threats and actual retaliatory acts may be a manifestation of
the power dynamics which often favors the perpetrator; CSA perpetrators often are in a position
of power and authority over the victim (Nhundu & Shumba, 2001).
To my knowledge, no published qualitative study conducted with children in sub-Saharan
Africa has identified concerns about strain on social relationships as a barrier to CSA disclosure.
However, a review of literature from outside sub-Saharan Africa identified concerns about
relationships with an alleged perpetrator and, a potential recipient of disclosure among
determinants of disclosure. Victims were found to be less likely to disclose if the abuse is
perpetrated by a family member for concerns about straining the relationships. Interestingly, this
review equally suggested that sometimes children may delay disclosing CSA out of concern for
disappointing their loved ones (McElvaney, 2015). Considering cultural traditions in Zimbabwe
and other parts of sub-Saharan Africa, concerns about strain on social relationships may weigh
heavier on victims seeking to disclose and report CSA because of social repercussions of such
action (Kisanga et al., 2011). Thus, as this study suggests, social considerations may have a
strong influence on decisions to disclose CSA.
Access to services as a perceived benefit to CSA disclosure. In contrast to perceptions of
re-victimization and as an indication that the outcomes of disclosure may be dependent on other
factors besides the act of disclosure itself, children and parents identified a number of perceived
benefits of CSA disclosure and reporting. More importantly, this contrast indicates that while
disclosure may be important, it may not be sufficient to facilitate benefits for the victims and
their family. Sadly, studies suggest that without appropriate support for victims, CSA disclosure
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may become detrimental rather than beneficial to the victim (Swingle et al., 2016). Developing a
close relationship with children, communicating effectively in ways to portray trust and assuring
a supportive environment for dealing with sex-related risks are some ways through which parents
can indirectly promote disclosure and offer support when children disclose (P. J. Dittus &
Jaccard, 2000; Luster & Small, 1994; Miller et al., 1999; Scaramella et al., 1998). As this study
suggests, having conversations about CSA may be equally beneficial in increasing positive
intentions to disclose CSA.
Only two parents made a direct mention of prompt access to post-exposure prophylaxis
(PEP) as a benefit of reporting CSA; however, a number of children and parents mentioned the
need to seek post-CSA health services promptly. PEP generally refers to treatment applied
immediately or soon after exposure to a potential infectious agent—usually within a defined
timeline depending on the specific infectious agent—to reduce the risk of infection. PEP to
prevent HIV infection is the use of antiretrovirals (ARVs) to prevent infection after a suspected
exposure to HIV. To be effective, PEP must be initiated within 72 hours of exposure; adherence
to the 28-day ARV treatment plan reduces the risk of infection by >80% (WHO, 2014). While
these World Health Organization guidelines have been domesticated in Zimbabwe (MoHCC,
2014), availability of PEP services has previously been identified as a challenge and a goal of
reaching 100% availability across health facilities set for 2015 (Population Council, 2014). With
increased availability, there is need to accelerate education and awareness about the need for
prompt access to PEP post CSA to reduce HIV risk among CSA victims.
Factors influencing parents’ intentions to report disclosed CSA
Eleven themes emerged from FGDs with parents highlighting factors perceived as
influencing parents’ intentions to report a disclosed CSA. Four of these emerging themes—lack
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of information, complexities related to the process of reporting, concerns about confidentiality
and privacy and, delayed response due to need to investigate allegations—highlight
communication-related barriers to reporting disclosed CSA; four of the emerging themes—strain
on social relationships, perceived economic cost of reporting, perpetrator retaliation and being
blamed—highlight perceived re-victimization as a negative consequence of reporting disclosed
CSA” and, three themes—reporting facilitates access to health and social support services,
reporting facilitates access to legal services and, reporting prevents recurrence of sexual abuse—
highlight perceived benefits of reporting disclosed CSA.
Perceived communication barriers to reporting about disclosed CSA
Challenges related to communication are some of the documented barriers to reporting
and prompt response to disclosed CSA and findings from FGDs conducted with parents support
existing literature in this regard. Parents participating in FGDs in Tanzania identified lack of
knowledge as a barrier to appropriate response to sexual violence such as rape and CSA and
recommended community mobilization and education as a means to improving prevention and
response to CSA (Abeid, Muganyizi, Olsson, Darj, & Axemo, 2014). Consistent with findings
from this dissertation study highlighting the high cost of services, long waiting time, distance and
complex procedural requirements as some of the process related barriers to reporting disclosed
CSA, previous studies have identified cost, distance and corruption as barriers to accessing and
reporting sexual violence cases to the police and other service providing institutions (Abeid et
al., 2014; Kisanga et al., 2011). Similar process related challenges have been identified by
studies focused on access and utilization of sexual and reproductive health services in the region
and may thus be symptomatic of service related barriers in general as opposed to CSA
(Bearinger, Sieving, Ferguson, & Sharma, 2007; Newton-Levinson, Leichliter, & Chandra120

Mouli, 2016). However, parents concerns about some complex and cumbersome procedural
requirements—such as being asked “too many questions” or being required to attend too many
appointments—may be unique to CSA (Masilo & Davhana-Maselesele, 2016) and may further
discourage parents from reporting CSA for the sake of protecting their child from trauma, stress
and other rigors of the reporting processes.
In addition to these process-related barriers, parents’ concerns about breach of
confidentiality and fears of being blamed for their child’s CSA have been identified by other
studies. Consistent with findings from this study, Kisanga et al. (2013) identified parents’ fears
of breach of confidentiality by public CSA service providers as a barrier to reporting disclosed
CSA. Breach of confidentiality can expose victims and their families to other negative
consequences of reporting CSA such as retaliation by the perpetrator, social isolation by the
community and stigmatization (Kisanga et al., 2013).
Parents’ fears of being blamed for reporting their child’s sexual abuse is consistent with
women’s expectations of being stigmatized and victimized for reporting rape and sexual violence
perpetrated against them and, are consistent with findings from this study’s FGDs with children
and discussed earlier. Abeid et al. (2014) found that women victims are blamed for provoking
the abuse by their nature of dressing and for being untruthful. Consequently, disclosing sexual
violence is considered a threat to the reputation of the victim’s family. In addition, the study
found that unmarried young women who experience rape may not disclose the rape for fears that
doing so would reduce their chances of getting married. As a result of these circumstances and
perceptions, the study found that women victims of rape often suffer in silence without
disclosing (Abeid et al., 2014). In this dissertation study, parents expressed concerns of being
blamed for not playing their parenting role effectively thus exposing their child to sexual abuse.
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FGDs with parents also identified parents’ doubts of children’s allegations of CSA and
ways in which this facilitates delayed response to CSA. Previous studies point to parents’
disbelief and self-denial upon CSA disclosure. While some of these responses are reported in the
context of parents’ own traumatic reaction to their child’s victimization (Leifer, Kilbane, &
Grossman, 2001) and not necessarily a reflection of their doubts about the child’s allegations, at
least one study conducted in Tanzania found that parents are likely to be indecisive in responding
to CSA if they suspect their child consented to the abuse (Kisanga et al., 2013). Findings from
FGDs with parents provided insights into other factors that potentially inform this initial doubt to
disclosed CSA and eventual delay in responding. Specifically, parents spoke of their need to
investigate children’s allegations and verify if indeed the abuse took place based on their
skepticism about children’s honesty. While the need to gather strong evidence of alleged CSA
may be related to the perceived complexities of reporting—specifically, the kinds of questions
parents expect to have to respond to when they report as discussed previously—association of
children’s CSA allegations with marriage intentions may reflect parents’ lack of knowledge
about CSA.
Re-victimization as a negative consequence of CSA reporting
Consistent with findings from FGDs with children, a number of themes emerged from
FGDs with parents that highlight perceptions of re-victimization following CSA reporting.
Parents’ fears of social repercussions of reporting alleged CSA perpetrator was closely tied to
their perceptions of potential strain on relationship with the alleged perpetrator and the
anticipated reaction by family, relatives and community members to any punitive action meted
upon the perpetrator. Interestingly, these sentiments seemed to place a higher value on
maintaining such social relationships—and by extension social equilibrium—at the expense of
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seeking justice and health service for the victim. In addition, concerns about economic cost of
reporting and retaliatory acts by the alleged perpetrator emerged as forms of re-victimization.
Further, parents’ fears of being blamed for their child’s CSA experience emerged as a form of revictimization.
Challenges in accessing health and legal services may equally be considered a form of revictimization. In this study, parents expressed concerns that reporting CSA to the police and
health institutions may not always facilitate access to these important services on time.
Consistent with these findings, studies indicate that a very small proportion of CSA victims who
report the abuse actually receive the services they need (UNICEF, 2013). This is an indication
that while disclosure and reporting is important, it may not be sufficient to protect children from
the negative consequences of CSA as some of those who disclose and report may not receive the
services they need.
Consistent with findings from FGDs with children, parents identified social factors as
critical in influencing perceived intentions to report CSA. CSA victims and their families may be
reluctant to report CSA because of fears of social retaliation in the form of resentment by
community members for reporting a perpetrator (Kisanga et al., 2011). Because of these
concerns, and consistent with children’s perceived preference for mediated disclosure, parents
may prefer informal settlements for CSA such as financial compensation or offer of the victim
for marriage by the perpetrator (Abeid et al., 2014).
Perceived benefits of reporting disclosed child sexual abuse
Consistent with findings from children’s FGDs, three themes emerged under perceived
benefits of reporting disclosed CSA: (1) facilitates access to health and social support services;
(2) facilitates access to legal support services and; (3) prevents recurrence of abuse. At least one
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qualitative study conducted with parents in sub-Saharan Africa found perceptions of benefits of
reporting CSA. Kisanga et al. (2011) found that parents perceive reporting CSA as beneficial in
preventing further continued abuse.
Quantitative association of parenting factors and children’s intentions to disclose CSA
Because of the prominence of parent-child communication factors emerging from FGDs
with children, an association of parent-child communication about CSA with children’s
intentions to disclose CSA was tested in the analysis of survey data. Results of this analysis
confirm the study’s hypothesis that children’s higher scores on parent-child communication
about CSA is associated with increased odds of reporting a positive intention to disclose CSA.
After adjusting for all measured confounders, each unit increase on the parent-child
communication about CSA scale was associated with three fold increase in odds of reporting
positive intentions to disclose CSA (OR=3.37, 95%CI: 1.5, 7.56).
Similarly, higher scores on each of the parenting factors were significantly associated
with increased odds of reporting positive intentions to disclose CSA.
These findings are consistent with previous studies conducted with adolescents in other
parts of sub-Saharan Africa and add to the evidence on the influence of parenting factors on
adolescent sex-related behavior by focusing specifically on association of parenting factors and
CSA disclosure. Specifically, other studies conducted in the region identified factors associated
with parent-child communication about sex-related topics, perpetrator retaliation and stigma and
discrimination as barriers to CSA disclosure.
Several important findings emerged from analysis of survey data in relation to association
of parenting factors and children’s intentions to disclose CSA. As hypothesized, higher scores on
each of the six parenting factors—parent-child communication about CSA, about sexual risk
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reduction and about sexuality education topics, parent-child relationship, parental monitoring
and, parental responsiveness—was significantly associated with increased odds of reporting
positive intentions to disclose CSA. The association of parent-child communication with
perceived intentions to disclose CSA remained significant after adjusting for all hypothesized
confounders.
These findings support previous studies that indicate positive association of parenting
factors with children’s behavioral intentions. Besides promoting positive intentions with regards
to adolescent sexual decision making and behavior (Buhi & Goodson, 2007; Hutchinson &
Wood, 2007; Longmore, Manning, & Giordano, 2013; Malcolm et al., 2013), parenting factors
can also serve as a buffer for negative peer pressure and conflicting messages about sexuality
(Fasula & Miller, 2006). Most importantly, these findings support recent studies that provide
evidence about the association of parent-child relationship and CSA disclosure (Reitsema &
Grietens, 2016; Tashjian, Goldfarb, Goodman, Quas, & Edelstein, 2016).
The central tenet of the expanded theory of planned behavior proposed by Hutchinson &
Wood (2007) is that parenting factors can have an influence on adolescent intentions, thus an
indirect influence on adolescent behavior. In their expanded model, adolescent intentions remain
the primary determinant of behavior and, these intentions are influenced by adolescents’ own
attitudes, subjective norms and perceived behavioral controls similar to the original
conceptualization of the theory of planned behavior. However, the expanded model hypothesizes
that parent-adolescent sexual-risk communication can have a strong influence on adolescent
attitudes, subjective norms and perceived behavioral control, which have an indirect influence on
behavior through intentions (Hutchinson & Wood, 2007). Findings from this study support this
conceptualization of parental influence on intentions to disclose CSA.
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A somewhat unexpected finding from this study was that older children are significantly
more likely to report positive intentions to disclose CSA than younger children. Younger
children may have a closer relationship with their parents and thus, may be less constrained
discussing sensitive issues such as sexuality and sex-related topics with their parents compared
to older children. With regards to CSA, older children are more likely to perceive negative
consequences of disclosure and the social stigma around sexual acts (Goodman-Brown,
Edelstein, Goodman, Jones, & Gordon, 2003), thus limiting their intentions to disclose. Indeed,
previous studies found younger children to be more likely to disclose CSA compared to older
ones (Goodman-Brown et al., 2003; McElvaney, 2015; Widom & Morris, 1997). In exploratory
tests conducted to explain this finding, no significant association emerged between age and
children’s expectations of being blamed or doubted upon disclosing CSA. One possible
limitation from this study is that age was measured in whole numbers, thus the effect of age on
the estimated association may not be entirely accurate. Nonetheless, the association of age and
intentions to disclose CSA warrants further research with larger, more representative samples in
a region of sub-Saharan Africa.
Similarities and differences in children’s and parents’ characterization of factors
influencing disclosure and reporting of CSA
By integrating perspectives of children and parents in the FGDs, this study identified six
common themes across both sets of FGDs and eight themes that were unique to either one of the
two sets of FGDs. While these differences and similarities are important in providing insights
into areas of common concern and focus in communicating about CSA in ways that may aid
development of comprehensive family-based CSA response interventions, it is worth noting that
children’s and parents’ groups did not respond to the same questions in the FGDs. While
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children’s FGDs focused on disclosure to the parent, parents responded to questions related to
reporting a disclosed CSA to a legal or health institution. Nonetheless, there emerged a common
thread in these two sets of FGDs with regards to perceived barriers, benefits and negative
consequences of disclosure and reporting. The most conspicuous similarity emerged on
perceptions of benefits of telling someone about CSA thus strengthening the notion that CSA
disclosure and reporting may be beneficial to victims and—to a certain extent—their families.
These differences and similarities have been discussed in detail in preceding sections.
Public Health Implications: Adaptation of evidence-based, targeted and culturally relevant
CSA response intervention
The primary focus of this dissertation study was on intentions; children’s intentions to
disclose CSA to their parents and parents intentions to report a disclosed CSA. By applying a
mixed methods design, and integrating perspectives of parents and children, this study identified
additional factors and broadened the breath of understanding of previously documented factors
associated with children’s CSA disclosure. These findings will augment available information
needed for development and adaptation of targeted, evidence-based and culturally relevant CSA
response interventions in Goromonzi District and other parts of Zimbabawe.
Parent-based CSA response interventions
Findings discussed above not only highlight the urgent need for development or
improvement in CSA-response interventions targeted at parenting factors in Goromonzi and
other parts of Zimbabwe but, also provide useful information to guide such a process of
intervention development/ improvement. FMP and other parent-based youth HIV prevention
interventions developed for sub-Saharan Africa could potentially address children’s and parents’
knowledge, attitudes, beliefs and skills and, parenting factors—parent-child communication
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about CSA, parent-child relationship, parental monitoring—identified by this study as important
in improving intentions to disclose and report CSA. Prior to adaptation of FMP for CSA
prevention in Zimbabwe (Miller et al., 2015), no parent-based CSA prevention intervention
existed in Zimbabwe, at least not in published literature (Mantula & Saloojee, 2016).
To be responsive to the specific issues identified in Goromonzi District, identified
evidence- and parent-based interventions may need to undergo a systematic adaptation process, a
more feasible option to intervention development considering the significant technical and
monetary resource investments and extensive and rigorous evaluation tests required to develop a
new intervention. Adaptation refers to tailoring existing and evidence based interventions to suit
a new cultural setting (Bartholomew, Parcel, Kok, Gottlieb, & Fernandez, 2011; Poulsen,
Vandenhoudt, et al., 2010). However, adaptation presents unique challenges as well. First,
without careful attention to the original intervention’s core elements—elements of the
interventions structure, content and delivery approach that are responsible for its effectiveness—
adaptation can result in a new intervention requiring fresh evaluation to demonstrate
effectiveness. Second, in making changes to an evidence-based intervention, extra care is needed
to ensure that a reasonable balance is struck between fidelity and flexibility. Limitations in the
extent to which an evidence-based intervention can be modified during the adaptation process
can pose a major challenge to enthusiastic intervention planners keen on addressing all risk
determinants for their population of interest. The adaptation process therefore demands strong
technical skills in intervention design, theory and program evaluation.
Applying a systematic intervention development framework such as intervention
mapping (IM) steps can help address challenges and ensure a systematic adaptation process that
achieves an equally effective adapted intervention. IM is a planning framework that emphasizes
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stakeholder involvement, application of theory-based methods, and effective decision making at
each step of intervention development (Bartholomew et al., 2011). IM has been widely applied in
developing HIV prevention interventions elsewhere (Mikolajczak, Kok, & Hospers, 2008; Pohan
et al., 2011; Tortolero et al., 2005; van Empelen, Kok, Schaalma, & Bartholomew, 2003) and in
sub-Saharan Africa (Aaro et al., 2006; Agbemenu & Schlenk, 2011; Leerlooijer et al., 2014;
Mkumbo et al., 2009). The focus on engagement of stakeholders in developing intervention
components makes IM ideal for navigating cultural diversity in Zimbabwe and achieving a
culturally acceptable CSA-response intervention.
In making a decision to adapt an existing evidence-based intervention, and consistent
with IM principles, planners need to consider three important questions: (1) whether the
evidence-based intervention under consideration for adaptation addresses the same health
problem identified in the population of interest, (2) how well the evidence-based intervention
targets determinants related to the health problem of interest, and (3) whether the behavioral and
environmental determinants targeted by the evidence-based intervention under consideration are
the most critical in addressing the health problem of interest. Answers to these questions in
addition to considerations of the technical and resources capacity should inform decisions about
adaptation. With regard to the first question, the adapted intervention will need to be targeted at a
sexual health problem such as HIV, teen pregnancy and other sexually transmitted infections
(STIs). While a CSA prevention and response intervention would be most ideal, literature review
conducted as part of this dissertation study suggests such interventions may be rare in subSaharan Africa in which case HIV, STIs and teen pregnancy interventions would be appropriate.
With regard to the second question, the choice intervention needs to target parent-child
communication about CSA, parent-child relationship and parental monitoring by way of
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preparing parents to influence their child’s intentions to disclose CSA. Finally, because CSA
occurs mostly at home and is perpetuated mostly by someone known to the victim, the primary
target of the choice intervention needs to be parents and other non-perpetrating adult caregivers.
In developing intervention activities as part of the adaptation process, the conceptual
framework summarizing findings from this study (Figure 3) applies theoretical constructs with
the aim of making it easy for identification of evidence-based intervention strategies
(Bartholomew et al., 2011; Brug, Oenema, & Ferreira, 2005).

Figure 3: Conceptual framework summarizing results
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CSA response interventions at the community/ organization level
However, as findings of this dissertation study suggest, a comprehensive approach to
improving CSA disclosure and reporting will need to address factors beyond the individual and
parent/ family level. Specifically, interventions will need to address factors at the community/
organization levels as well. Perceptions and experiences of re-victimization and access to legal
and health services will require interventions at the community/ organization level. First,
community education and mobilization can help increase awareness about needs of CSA victims
and generate the much needed social and community support for appropriate response.
Community education and mobilization should address myths about marriage and provide
information about post-CSA services such as PEP. Similarly, identification and use of
community activists and CSA champions can help define social meanings, positively shift social
norms and encourage communal sanctions against CSA (Laverack, 2013).
Social meanings assigned to CSA, the way CSA is understood and perceived in the
broader community, can have an influence on how individual community members respond to
CSA. Cultural norms related to talking about sex and respect for adults are examples of ways
community level factors can have negative influence on children’s disclosure and parents’
reporting of CSA. Similarly, social controls against CSA, access to legal, psychosocial and
health services for CSA victims within the community can have a positive impact on the
prevalence and response to CSA at the community level.
Similarly, parents can play a significant role in primary prevention of CSA by creating
safe environments at home (Wurtele & Kenny, 2010). Beyond primary prevention of CSA,
findings from this study suggest a need to protect CSA victims and their families from revictimization upon disclosure or reporting of CSA. However, parents who fear for their own
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safety may not engage in the post-CSA legal and health services or provide the safety and
protection that victims, and in deed themselves as a parent of the victim, need from revictimization by an abuser (Abercromby, 2011). As findings from this study suggest, providing
safety to victims and their family may require structural interventions that not only address the
risk of repeated sexual abuse but also the underlying vulnerability to the alleged perpetrator; for
instance, economic dependence on the perpetrator. In addition, enforcement of existing antisexual abuse laws will go a long way in strengthening victims’ and their families’ resolve to seek
justice against re-victimization (Mantula & Saloojee, 2016).
Study Limitations
The study has several limitations worth noting. First, the purposive sampling technique
applied to selection of participants presents a major challenge for generalization. It is possible
that parent/child dyads who self-selected and agreed to enroll in the study were in some ways
different from those who did not agree. They may have been more knowledgeable about the
topic of study or about health in general. Equally, parents participating in this study may have
had a better relationship with their children than an average parent hence their willingness to
enroll together with their children. In addition, the study neither assessed nor excluded children
and parents with a history of sexual abuse. Understanding the high prevalence of CSA in the
community where this study was conducted, it is conceivable that some of the children and/ or
parents have a history of sexual abuse. If so, the views of such children and parents may bias our
findings in either direction and we are unable to tell to what extent that may have happened. Past
history of CSA was not measured at screening or at any point in the study. Despite this major
limitation, a purposive sampling technique was preferred for this study because of the sensitive
nature of the topic and the overall study purpose—to gain an in-depth understanding of the
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determinants of CSA disclosure and reporting. As a formative study, the findings of this study
are useful in informing future, more rigorous studies that can apply more objective sampling
methodologies as appropriate. Second, survey data were collected through respondents’ selfreports. This way, social desirability bias may be a factor. However, social desirability was likely
reduced and the quality of data collected improved by using ACASI to collect survey data.
Finally, this was a cross-sectional study. Consequently, it is not possible to determine the
temporal order of any associations established by the study findings. For instance, it is not
possible to determine whether parent-child communication precedes children’s positive
intentions to disclose CSA to their parents or whether children with positive intentions develop a
positive perception of their parent-child relationship. Consequently, the ecological model of
intervention proposed should be interpreted and adopted with reasonable caution.
Despite these challenges, the study has a number of strengths. By using mixed methods
and collecting data from both parents and children, the findings of the study provides a
comprehensive view of factors influencing intentions to disclose and report CSA in the
population studied. Specifically, FGDs enabled in-depth examination of specific social and
cultural determinants of CSA disclosure while the self-administered survey permitted testing
associations between parenting factors and children’s perceived intentions to disclose CSA.
Other strengths include the use of ACASI, in which respondents hear and respond to question
prompts via a headset and touch screen, to collect data and the integration of scenario-based
questions in the FGDs thus minimizing social desirability bias, enhancing respondent comfort
and honesty (Vandenhoudt et al., 2010; Veenema et al., 2015).
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Future research should test these associations with representative samples, include
additional hypothesized confounders such as children’s knowledge and beliefs about CSA and
establish the temporal relationship between these associations.
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2. APPENDIX B: Consent and Parent Permission Form for Focus Groups

Families Matter! Program: An intervention to promote effective parent-child communication about sexuality
education and sexual risk reduction among families in Zimbabwe
Parent Consent Form for Focus Group Discussions

For: Parents/caregivers of Adolescents ages 11-14 years
What you should know about this research study:






Flesch-Kincaid Grade Level: 5.9

We give you this consent form so that you may read about the purpose, risks, and benefits of this
research study.
We cannot promise that this research will benefit you. This research may have minor risks of
discomfort derived from unpleasant memories.
You have the right to refuse to take part or agree to take part now and change your mind later.
Please review this consent form carefully. Ask any questions before you make a decision.
Your participation is voluntary.

INTRODUCTION AND STUDY PURPOSE

We are doing a study to test a program for parents and children in Zimbabwe. The program is for parents of
children 9 to 12 years old. The program teaches parents about the changes children face as they grow up. Parents
learn how to talk to their children about these changes. Parents also learn ways to protect their children from
child abuse.
Sexuality and child abuse are sensitive topics. We need help to understand how parents in your community discuss
these topics with their children. In addition, we want to know how children receive these messages from their
parents.
We will have group discussions with parents and children to talk about:






what you know about child abuse
what words you use to discuss child abuse
your views on the roles of men and women in your community
support services for child abuse in your community
your thoughts about how communities might respond to the study

These discussions will help make sure communities accept our plans for the study. They will also help us make the
study materials easy to read and understand.
PROCEDURE AND DURATION

We are inviting you and your child to join a group discussion. You will participate in a group with other parents.
Your child will participate in a group with other children. The children in this group will be around the same age as
your child. There will be 6-10 people in each group. The discussion will last about one hour. Groups will be asked
what they know about child abuse. Groups will be asked about words that are used to talk about child abuse. We
will ask about support services for child abuse in your community. We will use a voice recorder to record the
discussions so that we do not miss anything you say.
VOLUNTARY PARTICIPATION

Joining the study is up to you. You and your child do not have to join if you do not want to. You do not have to
answer any questions that you do not want to. You can leave the group at any time. Nothing bad will happen to you
or your child if you refuse to join or leave the study.
CONFIDENTIALITY
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Privacy is very important to us. Your answers and those of your child will be kept private. Only study staff and
participants will be in the room for the discussions. Study staff that will be present during the discussions include
focus group moderator(s) and a note-taker. A member of the research team may also be present to observe the
discussions. Your name will not be used on any written notes. No one will know which answers are yours or your
child’s. Only study staff will have access to the recordings and notes.
You will not know what your child says in his/her group. Your child will not know what you say in your group.
Reports will not include any information that can be used to identify you or your child.
REPORTING OF CHILD ABUSE

We care about your privacy. We also care about your health and safety. If you or your child reports child abuse, we
will have to notify the Department of Child Welfare and Probation Services (DCWPS). We will follow the reporting
guidelines required under Zimbabwe law. We will provide the following information: name and contact information
of the victim, victim siblings, parent or guardian information, information about the suspect, description of the
incident, and contact information for the suspect. A trained counsellor will be available to help you and your family
get the support you need.
STUDY RISKS AND DISCOMFORTS

The risks in this study are low. Some questions may make you uncomfortable. You do not have to answer any
question if you do not want to. Other parents may find out sensitive information about you if you choose to share it
during the group. All participants will be asked not to share what was said in the group with others. We cannot
promise that they will not share this information.
STUDY BENEFITS

If you join the group, you will help make our study plans better. You and your child will not get money for being
in the group. To thank you for your time, we will pay up to USD $5 toward your travel expenses. Your child will
receive the same travel allowance.
QUESTIONS?

If you have questions about the group
discussion or the study, you can contact:
Zivai Mupambireyi
CeSHHAR Study Coordinator
Phone: 0775 080884

STATEMENT OF CONSENT

I agree to join the group discussion.

I agree for my child to join the group discussion.

If you have questions about your rights as a study participant,
you can contact:
Research Council of
Medical Research
Zimbabwe
Council of Zimbabwe
11 Stafford Road
C/o National Institute of
Mount Pleasant
Health Research
Harare
Cnr Mazowe Street and
Phone: (04) 304787 or
Josiah Tongogara
304733
Harare
Cell: 0712 954 332 or
Phone: (04) 791193 or
0712 954 330
790715
Cell: 0772 433166 or
0779 439 564

I agree that my child and I will be audio-recorded.
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By signing this form, I agree for MY CHILD AND ME to join the study.
_________________________________________
___________________
Signature/Thumb Print of Parent/Caregiver
Date
_________________________________________
__________________________________
Printed Name of Parent/Caregiver
Child’s Name
FOR STUDY STAFF ONLY
_________________________________________
___________________
Signature of Study Staff
Date
_________________________________________
Printed Name of Study Staff
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3. APPENDIX C: Preadolescent Assent Form for Focus Groups

Families Matter! Program: An intervention to promote effective parent-child communication about sexuality
education and sexual risk reduction among families in Zimbabwe
Assent Form for Focus Group Discussions

For: Adolescents ages 11-14 years

Flesch-Kincaid Grade Level: 6.1

What you should know about this research study:






We give you this consent form so that you may read about the purpose, risks, and benefits of this
research study.
We cannot promise that this research will benefit you. This research may have minor risks of
discomfort derived from unpleasant memories.
You have the right to refuse to take part or agree to take part now and change your mind later.
Please review this consent form carefully. Ask any questions before you make a decision.
Your participation is voluntary.

INTRODUCTION AND STUDY PURPOSE

We are doing a study to test a program for parents and children in Zimbabwe. The program is for parents of
children 9 to 12 years old. The program teaches parents about the changes children face as they grow up. Parents
learn how to talk to their children about these changes. Parents also learn ways to protect their children from
child abuse.
Sexuality and child abuse are sensitive topics. We need help to understand how parents in your community discuss
these topics with their children. In addition, we want to know how children receive these messages from their
parents.
We will have group discussions with parents and children to talk about:



what you know about child abuse
what words you use to discuss child abuse

These discussions will help make sure communities accept our plans for the study. They will also help us make the
study materials easy to read and understand.
PROCEDURE AND DURATION

We are inviting you and your parent to join a group discussion. You will participate in a group with other children
around your same age. Your parent will also participate in a group. There will be 6-10 people in each group. The
discussions will last about one hour. Groups will be asked what they know about child abuse. Groups will be asked
about words that are used to talk about child abuse. We will use a voice recorder to record the discussions so that
we do not miss anything you say.
VOLUNTARY PARTICIPATION

Joining the study is up to you. We have asked your parent to give their permission for you to take part in this study.
Even if your parent said “yes,” you do not have to join if you do not want to. It is okay if you do not want to join.
If you join, you do not have to answer any questions that you do not want to. You can leave the group at any time.
Nothing bad will happen to you if you refuse to join or leave the study.
CONFIDENTIALITY

Privacy is very important to us. Your answers will be kept private. Only study staff and participants will be in the
room for the discussions. Study staff that will be present during the discussions include focus group moderator(s)
and a note-taker. A member of the research team may also be present to observe the discussions. Your name will
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not be used on any written notes. No one will know which answers are yours. Only study staff will have access to
the recordings and notes.
Your parent will not know what you say in your group. You will not know what your parent says in his/her group.
Reports will not include any information that can be used to identify you or your parent.
REPORTING OF CHILD ABUSE

We care about your privacy. We also care about your health and safety. If you or your parent reports child abuse,
we will have to notify the Department of Child Welfare and Probation Services (DCWPS). We will follow the
reporting guidelines required under Zimbabwe law. We will provide the following information: name and contact
information of the victim, victim siblings, parent or guardian information, information about the suspect, description
of the incident, and contact information for the suspect. A trained counsellor will be available to help you and your
family get the support you need.
STUDY RISKS AND DISCOMFORTS

The risks in this study are low. The study includes measures to minimize any risks or discomfort you may
experience. Some questions may make you uncomfortable. You do not have to answer any question if you do not
want to. Other children may find out sensitive information about you if you choose to share it during the group.
Participants will be asked to not share what was said during the group with others. We cannot promise that they
will not share this information.
STUDY BENEFITS

If you join the group, you will help make our study plans better. You and your parent will not get money for being
in the group. To thank you for your time, we will pay up to USD $5 toward your travel expenses. Your parent will
receive the same travel allowance.
QUESTIONS?
If you have questions about the group
discussion or the study, you can contact:
Zivai Mupambireyi
CeSHHAR Study Coordinator
Phone: 0775 080884
STATEMENT OF ASSENT

I agree to join in the group discussion.
I agree that I will be audio-recorded.

If you have questions about your rights as a study participant,
you can contact:
Research Council of
Medical Research
Zimbabwe
Council of Zimbabwe
11 Stafford Road
C/o National Institute of
Mount Pleasant
Health Research
Harare
Cnr Mazowe Street and
Phone: (04) 304787 or
Josiah Tongogara
304733
Harare
Cell: 0712 954 332 or
Phone: (04) 791193 or
0712 954 330
790715
Cell: 0772 433166 or
0779 439 564

By signing this form, I agree to join the study.
_________________________________________
Signature/Thumb Print of Adolescent

___________________
Date

_________________________________________
Printed Name of Adolescent
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FOR STUDY STAFF ONLY
_________________________________________
Signature of Study Staff

___________________
Date

________________________________________
Printed Name of Study Staff
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4. APPENDIX D: Consent and Parent Permission Form for Outcome Evaluation

Families Matter! Program: An intervention to promote effective parent-child communication about sexuality
education and sexual risk reduction among families in Zimbabwe
Parent Consent Form for Outcome Evaluation

For: Parents/Caregivers of Preadolescents ages 9-12 years

Flesch-Kincaid Grade Level: 5.8

What you should know about this research study:


We give you this consent form so that you may read about the purpose, risks, and benefits of this
research study.
We cannot promise that this research will benefit you. This research may have minor risks of
discomfort derived from unpleasant memories.
You have the right to refuse to take part or agree to take part now and change your mind later.
Please review this consent form carefully. Ask any questions before you make a decision.
Your participation is voluntary.






STUDY INTRODUCTION AND PURPOSE

We are planning a research study in Zimbabwe. This study will help us know how well the Families Matter!
Program (FMP) works to help parents and caregivers keep their children safe and healthy. We need your help and
your child’s help to see how FMP works in your community.
WHAT IS FMP?

FMP is a six-session program for parents of children 9 to 12 years old. The program teaches parents about the
changes children face as they grow up. Parents learn how to talk to their children about these changes. Parents
also learn ways to protect their children from child abuse. One of the sessions requires the attendance of the both
the parent and a 9-12 year old child.
PROCEDURE AND DURATION

If you choose to be in the study, we will ask you to do two things.

1) Attend FMP sessions – You will join a group of 12-18 parents. The group will meet once per week for six
weeks. Each group session will last for about 3 hours. You will bring your child with you to the fifth session.
2)

Take a survey – You and your child will answer a series of questions, called a survey. You and your child will
take the survey separately. You and your child will take the survey two times.



1st survey – Before FMP sessions start

2nd survey – Three months after FMP sessions are finished

The survey will ask you and your child about your relationship and how you talk to each other about the topics
covered in FMP. Some of the questions will be about child abuse. You can skip any question that you do not
want to answer. Your answers to these questions will help us to understand if FMP works.
Your survey will take about one hour to complete. Your child’s survey will take about 30-45 minutes to
complete. You and your child will complete your surveys in separate rooms.

VOLUNTARY PARTICIPATION

Joining the study is up to you. You and your child do not have to join if you do not want to. You do not have to
answer any questions that you do not want to. You can leave the group at any time. Nothing bad will happen to you
or your child if you refuse to join or leave the study.
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CONFIDENTIALITY

Privacy is very important to us. Your information will be kept private. Your name and your child’s name will not
be on the surveys. A code number will be used to identify your answers. Your survey answers will not be shared
with anyone including the people in your FMP group. Only study staff will see your answers. We will keep your
answers for 6-10 years after we begin analyzing them. Reports will not include any information that can be used to
identify you or your child.
REPORTING OF CHILD ABUSE

We care about your privacy. We also care about your health and safety. If you or your child reports child abuse, we
will have to notify the Department of Child Welfare and Probation Services (DCWPS). We will follow the reporting
guidelines required under Zimbabwe law. We will provide the following information: name and contact information
of the victim, victim siblings, parent or guardian information, information about the suspect, description of the
incident, and contact information for the suspect. A trained counsellor will be available to help you and your family
get the support you need.
STUDY RISKS AND DISCOMFORTS

The risks in this study are low. The study includes measures to minimize any risks or discomfort you may
experience. Some of the topics you discuss during the sessions and some of the questions on the survey may make
you uncomfortable. You do not have to answer any question or discuss a topic if you do not want to.

Other parents may find out sensitive information about you if you choose to share it during the sessions. All parents
will be asked not to share what was said in the sessions with others. We cannot promise that they will not share this
information.
STUDY BENEFITS

If you do join the study, you will learn how to keep your child safe and healthy. You will learn skills to help you
talk with your child about sex and other sensitive topics. You will not get money for joining the study. You will not
be paid for attending FMP sessions. To thank you for your time, we will pay up to USD $5 toward your travel
expenses each time you take the survey. Your child will receive the same travel allowance.
QUESTIONS?

If you have questions about the group
discussion or the study, you can contact:
Zivai Mupambireyi
CeSHHAR Study Coordinator
Phone: 0775 080884

If you have questions about your rights as a study participant,
you can contact:
Research Council of
Medical Research
Zimbabwe
Council of Zimbabwe
11 Stafford Road
C/o National Institute of
Mount Pleasant
Health Research
Harare
Cnr Mazowe Street and
Phone: (04) 304787 or
Josiah Tongogara
304733
Harare
Cell: 0712 954 332 or
Phone: (04) 791193 or
0712 954 330
790715
Cell: 0772 433166 or
0779 439 564

154

STATEMENT OF CONSENT
I agree to attend
the six FMP sessions.
I agree to complete
the two surveys.

I agree for my child
to attend FMP session 5.
I agree for my child
to complete the
two surveys.
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By signing below, I agree for ME AND MY CHILD to join this study.

_________________________________________

___________________

Signature/Thumb Print of Parent/Caregiver

_________________________________________
Printed Name Of Parent/Caregiver

FOR STUDY STAFF ONLY

Date

__________________________________
Child’s Name

_________________________________________
Signature of Study Staff

___________________
Date

_________________________________________
Printed Name of Study Staff
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5. Appendix E: Preadolescent Assent for Outcome Evaluation

Zimbabwe Families Matter! Program Evaluation
Assent Form for Outcome Evaluation Study

For: Adolescents ages 9-12 years

Flesch-Kincaid Grade Level: 5.3

Introduction and purpose

The Centers for Disease Control and Prevention is planning a research study on the Families Matter!
Program. The Families Matter! Program helps parents/caregivers learn about how to keep their children
safe and healthy. The program is for parents/caregivers, but we need your help to test the program.

Your parent/caregiver has agreed to let you join if you want to. The rest of this form tells you what the
study will be like and what we will ask you to do.
What is the Families Matter Program about?

Families Matter Program! teaches parents/caregivers how to talk to their children about sex before they
become teenagers.

What will I do if I join?

If you join, you will be asked to do two things.

1) Attend a meeting with you parent/caregiver. You will come to one of the program meetings with
your parent/caregiver. We will ask you to talk to your parent/caregiver for about 15 minutes.

2) Take a survey. We will ask you to answer questions from a paper form (called a survey). You will

answer the survey two times. The first time will be before your parent/caregiver starts the program.

The second time will be three months after your parent/guardian finishes the program. To help you
answer the survey, a staff member will read the questions to you and write down your answers.

You will be asked about your relationship with parent/caregiver. You will be asked about how you
talk to each other about sex topics. Some of the questions will be about child abuse. Child abuse is

the physical, sexual, and emotional harm of a child. The survey will take about 30-45 minutes to
complete. You and your parent/guardian will answer the survey separately.

How will my information be protected?

Your personal information will not be shared with anyone. Your name will not be on the survey, only a

code number. We will not show your answers to your parent/caregiver. The study staff will look at
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everyone’s answers together, but they will not see anyone’s names. When we write reports, no one will
know which answers in the reports are yours.

Are there any risks to me being in the study?

The risks to you for being in this study are low. Some of the questions on the survey may make you feel
uncomfortable. You can skip any questions you don’t want to answer for any reason.
Are there any benefits from being in the study?

If you join the study, you will help us learn how to make the Families Matter! Program better so that it
will help other children be healthy.

What will my child and I get for participating?

You will not get money for your participation. But to thank you for your time, we will give you a small
gift.

Do I have to participate?

We have asked your parent/caregiver to give their permission for you to take part in this study. But even
if you parent/caregiver said “yes”, you can still choose to not join the study. It is okay if you do not want

to participate. You can drop out at any time. You do not have to answer any questions that you do not
want to. Nothing bad will happen to you if you stop participating.
Note on report of abuse or neglect

If you tell us you have been hurt by an adult, we will have to report it so that you get the help you need.
We will have a professional at the discussion to help children who have been hurt.
Questions about the study:

If you have questions about this study or about your rights, you can contact:
NAME:

ADDRESS:
EMAIL:

PHONE:
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STATEMENT OF ASSENT

I have read (or have been explained) and I understand this form. I understand the reason for the study

and what will happen in the study. I understand the risks and benefits to joining the study. My questions
have been answered. I understand that:

1) I can choose to join this study or not. It is up to me.
2) If I refuse to join the study, I will not be penalized.
3) I can decide to stop being in this study at any time.

4) If I refuse to be in the study, I will not be penalized.

5) I can decide to stop participating in the study any time.

6) My parent/caregiver can choose for me to stop participating at any time.
I understand that I will be asked questions about sex topics that my parent and I talk about and child abuse.
☐ Yes

☐ No

By signing below, I agree to be in this study.
_________________________________________
Signature/Thumb Print of Child

___________________
Date

_________________________________________
Printed Name of Child
_________________________________________
Signature of Study Staff

Date

_________________________________________
Printed Name of Study Staff
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___________________

6. APPENDIX F: Focus Group Discussion Questions

Focus group discussions with parents and children, conducted as part of Families Matter!
program trial, were guided by scenario-based questions and probes. For this proposed study, the
following questions will be used to select a sample of the focus group discussion data for
analysis.
1. Focus Group Discussion with parents

Scenario 1: If a child has been sexually abused and the parent/ caregiver is required to report the
matter to the police or to the local child protection committee. How easy or difficult is it for the
parent/ caregiver to report?
Probes:

a) What makes it easy or difficult if the perpetrator is a teacher? What kind of retaliation might
the child experience in school if the parent/ caregiver reports?
b) What makes it easy or difficult if the perpetrator is a family member? What kind of family or
community retaliation might such a parent/ caregiver experience for reporting?
c) What makes it easy or difficult if the perpetrator is a stranger?
d) What makes it easy or difficult if the perpetrator asks for forgiveness? How might the
community react if the parent/ caregiver goes ahead to report despite the perpetrator asking
for forgiveness?
e) What can help make the parent/ caregiver feel more comfortable to report the matter to police
or local child protection committee?
Scenario 2: If a child has been sexually abused and the parent/ caregiver is required to take the
child to a health facility. How easy or difficult is it for the parent to do that?
Probes:

a) What kind of health facility is the parent/ caregiver likely to go to? Why?
b) What kind of health facility is the parent/ caregiver not likely to go to? Why?
c) What can help make the parent/caregiver feel more comfortable to take a child who has been
sexually abused to a health facility?
2. Focus Group Discussion with pre-teens

Scenario: If a child has been sexually abused at school. How easy or difficult is it for the child to
report?
Probes:
a)
b)
c)
d)
e)

To whom at school would such a child report? Why?
What if the perpetrator is a pupil from a senior class?
What if the perpetrator is a teacher?
What kind of retaliation might the child experience in school if they report?
What can help make a child feel more comfortable to report a case of sexual abuse at school?
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7. APPENDIX G: Missingness report

Association of exposure factors with respondents missing data on intentions to disclose
CSA (n=19) with respondents without missing data on intentions to disclose CSA (n=241)
Parent-Child
relationship

Perceived parent child relationship
Perceived parental responsiveness
Parental monitoring

Parent-Child
communication

General sexuality education topics
Sexual risk reduction topics
Child sexual abuse
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Strong
Weak
Positive
Negative
Strong
Weak
Yes
No
Yes
No
Yes
No

OR (95%CI)
ref
3.00 (.72, 12.6)
ref
2.41 (.53, 11.03)
Ref
3.83 (.73, 20.19)*
ref
.42 (.09, 1.81)
ref
1.17 (.19, 7.15)
ref
1.41 (.19, 10.19)

IRB APPROVALS
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